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ACTION: Final rule.

SUMMARY: This final rule updates the
home health and home infusion therapy
services payment rates for calendar year
(CY) 2022 in accordance with existing
statutory and regulatory requirements.
This rule also finalizes recalibration of
the case-mix weights and updates the
functional impairment levels, and
comorbidity adjustment subgroups
while maintaining the current low
utilization payment adjustment (LUPA)
thresholds for CY 2022. Additionally,
this rule finalizes a policy to utilize the
physical therapy LUPA add-on factor to
establish the occupational therapy add-
on factor for the LUPA add-on payment
amounts and makes conforming
regulations text changes to reflect that
allowed practitioners are able to
establish and review the plan of care. It
also finalizes proposed changes to the
Home Health Quality Reporting Program
(QRP) including finalizing proposed
measure removals and adoptions, public
reporting, and modification of effective
dates. It also finalizes proposed
modifications to the effective date for
the reporting of measures and certain
standardized patient assessment data in
the Inpatient Rehabilitation Facility
(IRF) QRP and Long-Term Care Hospital
(LTCH) QRP. In addition, this final rule
codifies certain Medicare provider and
supplier enrollment policies. It also
makes permanent selected regulatory
blanket waivers related to home health
aide supervision that were issued to

Medicare participating home health
agencies during the COVID-19 public
health emergency (PHE), and updates
the home health conditions of
participation regarding occupational
therapists assessment completion to
implement provisions of the
Consolidated Appropriations Act, 2021
(CAA 2021). This final rule also
finalizes proposals to expand the Home
Health Value-Based Purchasing
(HHVBP) Model and to end the original
HHVBP Model one year early. Lastly, it
establishes survey and enforcement
requirements for hospice programs as
set forth in the CAA 2021; and finalizes
revisions to the infection control
requirements for long-term care (LTC)
facilities (Medicaid nursing facilities
and Medicare skilled nursing facilities,
also collectively known as “nursing
homes”’) that will extend the mandatory
COVID-19 reporting requirements
beyond the current COVID-19 PHE until
December 31, 2024.

DATES: These regulations are effective
on January 1, 2022.

FOR FURTHER INFORMATION CONTACT:
Brian Slater, (410) 786—5229, for home
health and home infusion therapy
payment inquiries.

For general information about home
infusion payment, send your inquiry via
email to HomelnfusionPolicy@
cms.hhs.gov.

For general information about the
Home Health Prospective Payment
System (HH PPS), send your inquiry via
email to HomeHealthPolicy@
cms.hhs.gov.

For more information about the Home
Health Value-Based Purchasing Model,
https://share.cms.gov/center/CCSQ/
CSG/DIQS/LTC/LTCCOVIDReporting
finalrule/ please visit the HHVBP Model
Expansion webpage at https://
innovation.cms.gov/innovation-models/
home-health-value-based-purchasing-
model.

For information about the Home
Health Quality Reporting Program (HH
QRP), send your inquiry via email to
HHQRPquestions@cms.hhs.gov.

For information about the home
health conditions of participation,
contact Mary Rossi-Coajou at:
mary.rossicoajou@cms.hhs.gov, James
Cowher at james.cower@cms.hhs.gov, or
Jeannine Cramer at Jeannine.cramer@
cms.hhs.gov.

For provider and supplier enrollment
process inquiries: Frank Whelan, (410)
786-1302.

For information about the survey and
enforcement requirements for hospice
programs, send your inquiry via email
to QSOG_Hospice@cms.hhs.gov.

For information about the LTC facility
requirements for participation, contact

Molly Anderson at: Molly.Anderson@
cms.hhs.gov, Diane Corning at
Diane.Corning@cms.hhs.gov, Kim Roche
at Kim.Roche@cms.hhs.gov, or Alpha-
Banu Wilson at Alphabanu.Wilson@
cms.hhs.gov.
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I. Executive Summary
A. Purpose

1. Home Health Prospective Payment
System (HH PPS)

This final rule updates the payment
rates for home health agencies (HHAs)
for CY 2022, as required under section
1895(b) of the Social Security Act (the
Act). This rule also finalizes
recalibration of the case-mix weights
under sections 1895(b)(4)(A)(@i) and
1895(b)(4)(B) of the Act for 30-day
periods of care in CY 2022 while
maintaining the CY 2021 LUPA
thresholds. This final rule updates the
CY 2022 fixed-dollar loss ratio (FDL) for
outlier payments (outlier payments as a
percentage of estimated total payments
are not to exceed 2.5 percent, as
required by section 1895(b)(5)(A) of the
Act). Finally, this rule uses the physical
therapy (PT) add-on factor to establish
the occupational therapy (OT) LUPA
add-on factor and finalizes conforming
regulations text changes at § 409.43,
ensuring the regulations reflect that
allowed practitioners, in addition to
physicians, may establish and
periodically review the home health
plan of care.

2. Home Health Value Based Purchasing
(HHVBP) Model

In this rule, we expand the Home
Health Value-Based Purchasing
(HHVBP) Model to all Medicare-
certified HHASs in the 50 States,
Territories, and the District of Columbia
beginning January 1, 2022 with CY 2022
as a pre-implementation year. We are
finalizing that CY 2023 will be the first
performance year and CY 2025 the first
payment year, based on HHA
performance in CY 2023. We are also
finalizing our proposal to end the

original HHVBP Model one year early
for the HHASs in the nine original Model
States, such that CY 2020 performance
data would not be used to calculate a
payment adjustment for CY 2022.

3. Home Health (HH) Quality Reporting
Program (HH QRP), Inpatient
Rehabilitation Facility (IRF) QRP and
Long-Term Care Hospital (LTCH) QRP

This rule finalizes proposals under
the HH QRP, including removal of an
Outcome and Assessment Information
Set (OASIS)-based measure, the Drug
Education on All Medications Provided
to Patient/Caregiver During All Episodes
of Care measure, under measure
removal factor 1: Measure performance
among HHAs is so high and unvarying
that meaningful distinctions in
improvements in performance can no
longer be made. This rule also finalizes
our proposal to replace the Acute Care
Hospitalization During the First 60 Days
of Home Health (NQF #0171) measure
and Emergency Department Use
Without Hospitalization During the First
60 Days of Home Health (NQF #0173)
measure with the Home Health Within
Stay Potentially Preventable measure,
and also finalizes our proposal to begin
public reporting of the Percent of
Residents Experiencing One or More
Major Falls with Injury measure and
Application of Percent of Long-Term
Care Hospital Patients with an
Admission and Discharge Functional
Assessment and a Care Plan that
Addresses Function (NQF #2631)
measure beginning in April 2022.
Finally, this rule finalizes proposed
revisions to certain HH QRP reporting
requirements.

This rule also finalizes similar
compliance dates for certain IRF QRP
and LTCH QRP requirements.

4. Changes to the Home Health
Conditions of Participation

In this rule, we are finalizing our
proposed changes to make permanent
selected regulatory blanket waivers
related to home health aide supervision
that we extended to Medicare
participating home health agencies
during the COVID-19 PHE. Blanket
waivers to Medicare requirements were
issued to provide flexibilities to make
sure beneficiaries continue to have
access to the health care they need
while reducing burden to HHAs. In
addition, Division CGC, section 115 of
CAA 2021 requires the Secretary of
Health and Human Services (the
Secretary) to permit an occupational
therapist to conduct the initial
assessment visit and complete the
comprehensive assessment under the
Medicare program, but only when

occupational therapy is on the home
health plan of care with either physical
therapy or speech therapy, and skilled
nursing services are not initially on the
plan of care. Therefore, we are finalizing
our proposed changes: (1) To the home
health aide supervision requirements;
and (2) that allow occupational
therapists to complete the initial and
comprehensive assessments for patients.

5. Medicare Coverage of Home Infusion
Therapy

This final rule updates the home
infusion therapy services payment rates
for CY 2022, as required by section
1834(u) of the Act.

6. Provider and Supplier Enrollment
Processes

In this final rule, we address a
number of provisions regarding
Medicare provider and supplier
enrollment. Most of these provisions
involve the finalization of the proposed
codification of certain subregulatory
policies. These policies related to: (1)
The effective date of billing privileges
for certain provider and supplier types
and certain provider enrollment
transactions; and (2) the deactivation of
a provider or supplier’s billing
privileges. We are also finalizing two
regulatory clarifications related to HHA
changes of ownership and HHA
capitalization requirements.

7. Survey and Enforcement
Requirements for Hospice Programs

In this final rule, we are finalizing
changes to increase and improve
transparency, oversight, and
enforcement for hospice programs in
addition to implementing the provisions
of Division CC, section 407(b) of CAA
2021. We continue to review and revise
our health and safety requirements and
survey processes to ensure that they are
effective in driving quality of care for
hospice programs.

8. COVID-19 Reporting Requirements
for Long Term Care Facilities

This final rule revises the infection
control requirements that LTC facilities
must meet to participate in the Medicare
and Medicaid programs. By doing so,
LTC facilities will be required to
continue the COVID-19 reporting
requirements published in the
Additional Policy and Regulatory
Revisions in Response to the COVID-19
Public Health Emergency interim final
rule with comment period, published on
May 8, 2020 (85 FR 27550) and the
interim final rule, COVID-19 Vaccine
Requirements for Long-Term Care (LTC)
Facilities and Intermediate Care
Facilities for Individuals With
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Intellectual Disabilities (ICFs-IID)
Residents, Clients, published on May
13, 2021 (86 FR 26306). LTC facilities
will be required to continue to report on
a weekly basis to the Centers for Disease
Control and Prevention (CDC) National
Healthcare Safety Network (NHSN),
suspected and confirmed COVID-19
infections, total deaths and COVID-19
deaths, personal protective equipment
(PPE) and hand hygiene supplies,
ventilator capacity and supplies,
resident beds and census, access to
COVID-19 testing, staffing shortages,
therapeutics administered to residents
for the treatment of COVID-19
requirements until December 31, 2024,
with the possibility of reduced
frequency of reporting and modified or
limited data elements that are required
in the future at the discretion of the
Secretary. They will also be required to
report the COVID-19 vaccination status
of residents and staff, including total
numbers of residents and staff, numbers
of residents and staff vaccinated,
numbers of each dose of COVID-19
vaccine received, and COVID-19
vaccination adverse events.

B. Summary of the Provisions of This
Rule

1. Home Health Prospective Payment
System (HH PPS)

In the CY 2022 proposed rule (86 FR
35874) we included discussions of
preliminary Patient-Driven Groupings
Model (PDGM) monitoring data and
analyses on home health utilization;
LUPAs; the distribution of the case-mix
methodology as determined by clinical
groupings, admission source and timing,
functional status, and comorbidities;
and therapy visits. Additionally, we
provided preliminary analysis on HHA
expenditures as reported on 2019 cost
reports to estimate the difference
between Medicare payments and HHAs’
costs. We also provided a description
and solicited comments on a potential
repricing methodology for determining
the difference between assumed versus
actual behavior change on estimated
aggregate expenditures for home health
payments. In section IL.B.1. and 2. of
this final rule, we provide a summary of
comments on these topics.

In section IL.B.3. of this rule, we are
finalizing the recalibration of the PDGM
case-mix weights, functional levels, and
comorbidity adjustment subgroups
while maintaining the CY 2021 LUPA
thresholds for CY 2022.

In section II.B.4. of this rule, we
update the home health wage index, and
we also update the CY 2022 national,
standardized 30-day period payment
rates and the CY 2022 national per-visit

payment amounts by the home health
payment update percentage. The home
health payment update percentage for
CY 2022 is 2.6 percent. Additionally,
this rule finalizes the FDL ratio at 0.40
for CY 2022, in order to ensure that
aggregate outlier payments do not
exceed 2.5 percent of the total aggregate
payments, as required by section
1895(b)(5)(A) of the Act.

In section II.B.4.c.(5). of this final
rule, we finalize changes to utilize the
physical therapy (PT) LUPA add-on
factor to establish the OT add-on factor
for the LUPA add-on payment amounts
with respect to the initial patient
assessments newly permitted under
Division CG, section 115 of CAA 2021
that revised §484.55(a)(2) and (b)(3).

Section II.B.6. of this final rule
finalizes conforming regulations text
changes at § 409.43 to reflect new
statutory provisions that allow
practitioners in addition to physicians
to establish and periodically review the
home health plan of care. These changes
are in accordance with section 3708 of
the Coronavirus Aid, Relief, and
Economic Security Act (CARES Act)
(Pub. L. 116-136, March 27, 2020).

2. Home Health Value Based Purchasing
(HHVBP) Model

In section III.A. of this final rule, we
are finalizing our proposal to expand
the HHVBP Model to all Medicare-
certified HHAs in the 50 States,
territories, and District of Columbia
beginning January 1, 2022. However, we
are designating CY 2022 as a pre-
implementation year in response to a
number of comments we received. CY
2023 will be the first performance year
and CY 2025 the first payment year,
with a maximum payment adjustment,
upward or downward, of 5 percent. We
are finalizing that the expanded Model
would generally use benchmarks,
achievement thresholds, and
improvement thresholds based on CY
2019 data to assess achievement or
improvement of HHA performance on
applicable quality measures and that
HHAs would compete nationally in
their applicable size cohort, smaller-
volume HHAs or larger-volume HHAs,
as defined by the number of complete
unique beneficiary episodes for each
HHA in the year prior to the
performance year. All HHAs certified to
participate in the Medicare program
prior to January 1, 2022, would be
required to participate and would be
eligible to receive an annual Total
Performance Score based on their CY
2023 performance. We are finalizing the
applicable measure set for the expanded
Model, as well as policies related to the
removal, modification, and suspension

of quality measures, and the addition of
new measures and the form, manner
and timing of the OASIS-based, Home
Health Consumer Assessment of
Healthcare Providers and Systems
(HHCAHPS) survey-based, and claims-
based measures submission in the
applicable measure set beginning CY
2022 and subsequent years. We are also
finalizing our proposals for an appeals
process, an extraordinary circumstances
exception policy, and public reporting
of annual performance data under the
expanded Model.

In section IIL.B. of this final rule, we
are finalizing our proposal to end the
original HHVBP Model one year early.
We are finalizing that we will not use
CY 2020 performance data for the HHAs
in the nine original Model States to
apply payment adjustments for the CY
2022 payment year. We also are
finalizing that we will not publicly
report CY 2020 (performance year 5)
annual performance data under the
original HHVBP Model.

3. HH QRP

In section IV.C. of this final rule, we
are finalizing the proposed updates to
the HH QRP including: The removal of
one OASIS-based measure, replacement
of two claims-based measures with one
claims-based quality measure; public
reporting of two measures; revising the
compliance date for certain reporting
requirements for certain HH QRP
reporting requirements; and
summarizing comments received on our
requests for information regarding
digital quality measures and health
equity.

4. Changes to the Home Health
Conditions of Participation

In this section IV.D. of this rule, we
finalize our proposal to make permanent
selected regulatory blanket waivers
related to home health aide supervision
that we extended to Medicare-
participating home health agencies
during the COVID-19 PHE. In addition,
we are revising our regulations to reflect
Division CC, section 115 of CAA 2021.
This provision requires CMS to permit
an occupational therapist to conduct a
home health initial assessment visit and
complete a comprehensive assessment
under the Medicare program, but only
when occupational therapy is on the
home health plan of care, with either
physical therapy or speech therapy, and
when skilled nursing services are not
initially in the plan of care.

We are finalizing proposed changes to
the home health aide supervision
requirements at § 484.80(h)(1) and (2)
and conforming regulation text changes
at §484.55(a)(2) and (b)(3), respectively,
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to allow occupational therapists to
complete the initial and comprehensive
assessments for patients in accordance
with changes in the law.

We are also making a technical
correction at §484.50(d)(5).

5. Medicare Coverage of Home Infusion
Therapy

In section V. of this final rule, we
discuss the home infusion therapy
services payment categories, as finalized
in the CYs 2019 and 2020 HH PPS final
rules with comment period (83 FR
56406, 84 FR 60611). Additionally, we
discuss the home infusion therapy
services payment adjustments including
finalizing the proposal to update the
geographic adjustment factors (GAFs)
used for wage adjustment and finalizing
the proposal to maintain the percentages
finalized for the initial and subsequent
visit policy. In this section we also
discuss updates to the home infusion
therapy services payment rates for CY
2022, as required by section 1834(u) of
the Act.

6. Provider and Supplier Enrollment
Processes

In section VI. of this final rule, we
addressed a number of provisions
regarding Medicare provider and
supplier enrollment. Most of these
provisions involve the incorporation
into 42 CFR part 424, subpart P, of
certain sub-regulatory policies. These
are addressed in section VI.B. of this
final rule and include, for example,
policies related to: (1) The effective date
of billing privileges for certain provider
and supplier types and the effective date
of certain provider enrollment
transactions; and (2) the deactivation of
a provider’s or supplier’s billing
privileges.

In addition, we finalized in section
VI.C. of this final rule two regulatory

clarifications related to HHA changes of
ownership and HHA capitalization
requirements.

7. Survey and Enforcement
Requirements for Hospice Programs

In section VIL of this final rule, there
are a number of provisions related to
Division CC, section 407 of CAA 2021.
These provisions enhance the hospice
program survey process by requiring the
use of multidisciplinary survey teams,
prohibiting surveyor conflicts of
interest, expanding CMS-based surveyor
training to accrediting organizations
(AOs), and requiring AOs with CMS-
approved hospice programs to begin use
of the Form CMS-2567. Additionally,
we are finalizing our proposed
provisions to establish a hospice
program complaint hotline. Lastly, the
finalized provisions create the authority
for imposing enforcement remedies for
noncompliant hospice programs
including the development and
implementation of a range of remedies
as well as procedures for appealing
determinations regarding these
remedies. The Special Focus Program
will be considered in future rulemaking.

Section 1865(a) of the Act provides
that CMS may recognize and approve
national AO Medicare accreditation
programs which demonstrate that their
health and safety standards and survey
and oversight processes meet or exceed
those used by CMS to determine
compliance with applicable
requirements. When a CMS-approved
AO program accredits a provider, CMS
“deems” the provider to have complied
with applicable Medicare conditions or
requirements. The CAA 2021 provisions
expanding requirements for AOs will
apply to AOs with CMS-approved
accreditation programs, and currently
there are three such AOs: Accreditation
Commission for Health Care (ACHC),

Community Health Accreditation
Partner (CHAP), and The Joint
Commission (TJC). Half of all the
Medicare-certified hospices have been
deemed by these AOs.

We described and solicited comments
on all aspects of the proposed survey
and enforcement provisions for hospice
programs.

8. Inpatient Rehabilitation Facility (IRF)
Quality Reporting Program

In section IX.A. of this final rule, we
are finalizing our proposal to modify the
compliance date for certain reporting
requirements in the IRF QRP.

9. Long Term Care Hospital (LTCH)
Quality Reporting Program

In section IX.B. of this final rule, we
are finalizing our proposal to modify the
compliance date for certain reporting
requirements in the LTCH QRP.

10. COVID-19 Reporting Requirements
for Long-Term Care (LTC) Facilities

In section X.C of this final rule, we
finalize our COVID—-19 reporting
requirements with the following
modifications:

¢ Reporting frequency is modified to
no more than weekly, and may be
reduced, at the discretion of the
Secretary;

¢ The possibility of modified or
limited data elements that are required
in the future, contingent on the state of
the pandemic and at the discretion of
the Secretary.

e The addition of a sunset date of
December 31, 2024, for all reporting
requirements, with the exclusion of the
reporting requirements at
§ 483.80(g)(1)(viii).

C. Summary of Costs, Transfers, and
Benefits
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TABLE 1: SUMMARY OF COSTS, TRANSFERS, AND BENEFITS

Provision Description

Costs and Cost Savings

Transfers

Benefits

CY 2022 HH PPS Payment Rate
Update

The overall economic impact of the HH
PPS payment rate update is an estimated
$570 million (3.2 percent) in increased
payments to HHAs in CY 2022.

To ensure home health
payments are consistent with
statutory payment authority for
CY 2022.

HHVBP

The overall economic impact of the
expanded HHVBP Model for CY's 2023
through 2027 is an estimated $3.376
billion in total savings to FFS Medicare
from a reduction in unnecessary
hospitalizations and skilled nursing
facility (SNF) usage as a result of greater
quality improvements in the HH
industry. As for payments to HHAsS,
there are no aggregate increases or
decreases expected to be applied to the
HHASs competing in the model.

HH QRP

The total savings beginning in CY
2023 is an estimated $2,762,277 based
upon the removal of one OASIS-based
measure, item M2016.

Changes to the Home Health
Conditions of Participation

We do not anticipate any costs or cost
savings associated with our proposed
Conditions of Participation provisions.

Medicare Coverage of Home Infusion
Therapy

The overall economic impact of the
statutorily-required HIT payment rate
updates is an estimated increase in
payments to HIT suppliers of 5.1 percent
($300,000) for CY 2022.

To ensure that payment for
home infusion therapy services
are consistent with statutory
authority for CY 2022.

Provider and Supplier Enrollment
Processes

We do not anticipate any costs or cost
savings associated with our Medicare
provider and supplier enrollment
provisions.

The overall impact of our provider
enrollment provisions will be a transfer of
$54,145,000 from providers/suppliers to
the Federal Government. This will result
from our provision prohibiting payment
for services and items furnished by a
deactivated provider or supplier.

Survey and Enforcement
Requirements for Hospice Programs

We estimate that the provisions that
we present in the preamble of this final
rule to implement Division CC,
section 407 of CAA 2021 will result in
an estimated cost of approximately
$5.5 million from FY 2021 through
FY 2022.

We do not anticipate any transfers
associated with our Medicare survey and
enforcement requirements for hospice
programs.

To ensure a comprehensive
strategy to enhance the
hospice program survey
process, increase
accountability for hospice
programs, and provide
increased transparency to the
public.

COVID-19 Reporting Requirements
for Long Term Care Facilities

The total estimated continuing cost for
the LTC reporting requirements
finalized in this rule is $2,171,571.

These changes will extend the
benefits of COVID-19
reporting for LTC facilities
beyond the PHE and will
provide LTC facilities with
more tlexibility and eliminate
unnecessary burden.

II. Home Health Prospective Payment
System

A. Overview of the Home Health
Prospective Payment System

1. Statutory Background

Section 1895(b)(1) of the Act requires
the Secretary to establish a Home Health
Prospective Payment System (HH PPS)
for all costs of home health services
paid under Medicare. Section 1895(b)(2)
of the Act required that, in defining a
prospective payment amount, the
Secretary will consider an appropriate
unit of service and the number, type,
and duration of visits provided within
that unit, potential changes in the mix

of services provided within that unit
and their cost, and a general system
design that provides for continued
access to quality services.

In accordance with the statute, as
amended by the Balanced Budget Act of
1997 (BBA), (Pub. L. 105-33, enacted
August 5, 1997) we published a final
rule in the July 3, 2000 Federal Register
(65 FR 41128) to implement the HH PPS
legislation. Section 4603(a) of the BBA
allowed the Secretary to consider an
appropriate unit of service and at such
time, a 60-day unit of payment was
established. The July 2000 final rule
established requirements for the new
HH PPS for home health services as

required by section 4603 of the BBA, as
subsequently amended by section 5101
of the Omnibus Consolidated and
Emergency Supplemental
Appropriations Act for Fiscal Year 1999
(OCESAA) (Pub. L. 105-277, enacted
October 21, 1998); and by sections 302,
305, and 306 of the Medicare, Medicaid,
and SCHIP Balanced Budget Refinement
Act of 1999, (BBRA) (Pub. L. 106-113,
enacted November 29, 1999). For a
complete and full description of the HH
PPS as required by the BBA, see the July
2000 HH PPS final rule (65 FR 41128,
41214).

Section 5201(c) of the Deficit
Reduction Act of 2005 (DRA) (Pub. L.
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109-171, enacted February 8, 2006)
added new section 1895(b)(3)(B)(v) to
the Act, requiring home health agencies
(HHASs) to submit data for purposes of
measuring health care quality, and
linking the quality data submission to
the annual applicable payment
percentage increase. This data
submission requirement is applicable
for CY 2007 and each subsequent year.
If an HHA does not submit quality data,
the home health market basket
percentage increase is reduced by 2
percentage points. In the November 9,
2006 Federal Register (71 FR 65935), we
published a final rule to implement the
pay-for-reporting requirement of the
DRA, which was codified at
§484.225(h) and (i) in accordance with
the statute. The pay-for-reporting
requirement was implemented on
January 1, 2007.

Section 51001(a)(1)(B) of the
Bipartisan Budget Act of 2018 (BBA of
2018) (Pub. L. 115-123) amended
section 1895(b) of the Act to require a
change to the home health unit of
payment to 30-day periods beginning
January 1, 2020. Section 51001(a)(2)(A)
of the BBA of 2018 added a new
subclause (iv) under section
1895(b)(3)(A) of the Act, requiring the
Secretary to calculate a standard
prospective payment amount (or
amounts) for 30-day units of service
furnished that end during the 12-month
period beginning January 1, 2020, in a
budget neutral manner, such that
estimated aggregate expenditures under
the HH PPS during CY 2020 are equal
to the estimated aggregate expenditures
that otherwise would have been made
under the HH PPS during CY 2020 in
the absence of the change to a 30-day
unit of service. Section 1895(b)(3)(A)(iv)
of the Act requires that the calculation
of the standard prospective payment
amount (or amounts) for CY 2020 be
made before the application of the
annual update to the standard
prospective payment amount as
required by section 1895(b)(3)(B) of the
Act.

Additionally, section 1895(b)(3)(A)(iv)
of the Act requires that in calculating
the standard prospective payment
amount (or amounts), the Secretary
must make assumptions about behavior
changes that could occur as a result of
the implementation of the 30-day unit of
service under section 1895(b)(2)(B) of
the Act and case-mix adjustment factors
established under section 1895(b)(4)(B)
of the Act. Section 1895(b)(3)(A)(iv) of
the Act further requires the Secretary to
provide a description of the behavior
assumptions made in notice and
comment rulemaking. CMS finalized
these behavior assumptions in the CY

2019 HH PPS final rule with comment
period (83 FR 56461).

Section 51001(a)(2)(B) of the BBA of
2018 also added a new subparagraph (D)
to section 1895(b)(3) of the Act. Section
1895(b)(3)(D)(i) of the Act requires the
Secretary to annually determine the
impact of differences between assumed
behavior changes, as described in
section 1895(b)(3)(A)(iv) of the Act, and
actual behavior changes on estimated
aggregate expenditures under the HH
PPS with respect to years beginning
with 2020 and ending with 2026.
Section 1895(b)(3)(D)(ii) of the Act
requires the Secretary, at a time and in
a manner determined appropriate,
through notice and comment
rulemaking, to provide for one or more
permanent increases or decreases to the
standard prospective payment amount
(or amounts) for applicable years, on a
prospective basis, to offset for such
increases or decreases in estimated
aggregate expenditures, as determined

under section 1895(b)(3)(D)(i) of the Act.

Additionally, section 1895(b)(3)(D)(iii)
of the Act requires the Secretary, at a
time and in a manner determined
appropriate, through notice and
comment rulemaking, to provide for one
or more temporary increases or
decreases to the payment amount for a
unit of home health services for
applicable years, on a prospective basis,
to offset for such increases or decreases
in estimated aggregate expenditures, as
determined under section
1895(b)(3)(D)(i) of the Act. Such a
temporary increase or decrease shall
apply only with respect to the year for
which such temporary increase or
decrease is made, and the Secretary
shall not take into account such a
temporary increase or decrease in
computing the payment amount for a
unit of home health services for a
subsequent year. Finally, section
51001(a)(3) of the BBA of 2018 amends
section 1895(b)(4)(B) of the Act by
adding a new clause (ii) to require the
Secretary to eliminate the use of therapy
thresholds in the case-mix system for
CY 2020 and subsequent years.

2. Current System for Payment of Home
Health Services Beginning in CY 2020
and Subsequent Years

For home health periods of care
beginning on or after January 1, 2020,
Medicare makes payment under the HH
PPS on the basis of a national,
standardized 30-day period payment
rate that is adjusted for case-mix and
area wage differences in accordance
with section 51001(a)(1)(B) of the BBA
of 2018. The national, standardized 30-
day period payment rate includes
payment for the six home health

disciplines (skilled nursing, home
health aide, physical therapy, speech-
language pathology, occupational
therapy, and medical social services).
Payment for non-routine supplies (NRS)
is now also part of the national,
standardized 30-day period rate.
Durable medical equipment provided as
a home health service, as defined in
section 1861(m) of the Act, is paid the
fee schedule amount or is paid through
the competitive bidding program and
such payment is not included in the
national, standardized 30-day period
payment amount.

To better align payment with patient
care needs and to better ensure that
clinically complex and ill beneficiaries
have adequate access to home health
care, in the CY 2019 HH PPS final rule
with comment period (83 FR 56406), we
finalized case-mix methodology
refinements through the Patient-Driven
Groupings Model (PDGM) for home
health periods of care beginning on or
after January 1, 2020. The PDGM did not
change eligibility or coverage criteria for
Medicare home health services, and as
long as the individual meets the criteria
for home health services as described at
42 CFR 409.42, the individual can
receive Medicare home health services,
including therapy services. For more
information about the role of therapy
services under the PDGM, we refer
readers to the Medicare Learning
Network (MLN) Matters article SE2000
available at https://www.cms.gov/
regulations-and-guidanceguidance
transmittals2020-transmittals/se20005.
To adjust for case-mix for 30-day
periods of care beginning on and after
January 1, 2020, the HH PPS uses a 432-
category case mix classification system
to assign patients to a home health
resource group (HHRG) using patient
characteristics and other clinical
information from Medicare claims and
the Outcome and Assessment
Information Set (OASIS) assessment
instrument. These 432 HHRGs represent
the different payment groups based on
five main case-mix categories under the
PDGM, as shown in Figure 1. Each
HHRG has an associated case-mix
weight that is used in calculating the
payment for a 30-day period of care. For
periods of care with visits less than the
low-utilization payment adjustment
(LUPA) threshold for the HHRG,
Medicare pays national per-visit rates
based on the discipline(s) providing the
services. Medicare also adjusts the
national standardized 30-day period
payment rate for certain intervening
events that are subject to a partial
payment adjustment (PEP). For certain
cases that exceed a specific cost
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threshold, an outlier adjustment may
also be available.

Under this case-mix methodology,
case-mix weights are generated for each
of the different PDGM payment groups

by regressing resource use for each of
the five categories (admission source,
timing clinical grouping, functional
impairment level, and comorbidity
adjustment) using a fixed effects model.

A detailed description of each of the
case-mix variables under the PDGM
have been described previously, and we
refer readers to the CY 2021 HH PPS
final rule (85 FR 70303, 70305).

FIGURE 1: CASE-MIX VARIABLES IN THE PDGM
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B. Provisions of the Final Rule
1. PDGM Monitoring

The PDGM made several changes to
the HH PPS, including replacing 60-day
episodes of care with 30-day periods of
care, removing therapy volume from
directly determining payment, and
developing 432 case-mix adjusted
payment groups in place of the previous
153 groups. In the CY 2022 HH PPS
proposed rule (86 FR 35880), we
provided preliminary data analyses on

the PDGM including: Overall home
health utilization, clinical groupings
and comorbidities, admission source
and timing, functional impairment
levels, and therapy visits. We also
provided data analysis on the 2019 HHA
Medicare cost reports. We solicited
comments on the preliminary PDGM
data and cost analyses, along with other
factors CMS should be monitoring.
These comments and our responses are
summarized in this section of the rule.

Comment: Many commenters viewed
the overall decrease in utilization as
more likely related to the COVID-19
PHE, rather than the implementation of
the PDGM. One industry association
stated that the COVID-19 PHE brought
extensive changes in patient mix, home
health patient census, significant
practice changes and changes in
admission source referrals. Commenters
also stated because of the COVID-19
PHE, patients were often unwilling to
allow home health clinicians into their
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homes to receive needed care.
Commenters also indicated that half of
HHAs provided services to actively
infected COVID-19 patients. We
received several comments regarding
the increase of LUPAs in CY 2020.
Commenters remarked that the increase
of LUPAs is more attributable to
pandemic-related factors rather than
HHAs taking advantage of the PDGM.
Commenters also stated that the use of
telehealth for the provision of home
health visits contributed to the increase
in LUPAs in CY 2020 because of safety
concerns and patient refusal to allow for
in-person visits. Other commenters
stated because telehealth services are
not reported as home health visits,
utilization of home health services is
not fully captured. Additionally, several
commenters recommended that CMS
examine CY 2020 data at a more
granular level due to the COVID-19
PHE, including, but not limited to,
geographical differences and seasonal
trends.

Response: CMS appreciates all of the
comments received regarding CY 2020
utilization trends and the impact of the
COVID-19 PHE on the provision of
home health services. We acknowledge
commenter statements and concerns as
to how the COVID-19 PHE affected the
types of home health patients served
and how HHAs had to adjust care
practices in response. We also
understand that the COVID-19 PHE has
presented unique challenges for all
providers who have had to develop and
institute new protocols and processes to
ensure the health and safety of home
health staff and beneficiaries. CMS
instituted maximum flexibilities and
implemented waivers to assist providers
in navigating the COVID-19 PHE and to
safeguard the continued provision of
Medicare home health services.?

In the CY 2021 HH PPS final rule (85
FR 70298), CMS finalized changes to
§409.43(a) as implemented in the
March, 2020 COVID-19 interim final
rule with comment (IFC) (85 FR 19230),
to allow the use of telecommunications
technology more broadly, even outside
of the COVID—-19 PHE. If HHASs use
telecommunications technology in the
provision of home health care, the
regulations state that the plan of care
must include any provision of remote
patient monitoring or other services
furnished via a telecommunications
system and that these services cannot
substitute for a home visit ordered as
part of the plan of care and cannot be

1 Coronavirus waivers & flexibilities. https://
www.cms.gov/about-cms/emergency-preparedness-
response-operations/current-emergencies/
coronavirus-waivers.

considered a home visit for the purposes
of patient eligibility or payment, in
accordance with section 1895(e)(1)(A) of
the Act. Such changes were made to
provide flexibility in the provision of
care during the COVID-19 PHE and
beyond as we recognize
telecommunication services, at times,
may be in the best interest of the patient
and support the overall care of
beneficiaries. However, since the law
does not consider services furnished via
a telecommunications system a home
visit, these encounters, while allowed,
are not included in utilization analysis.

We also understand the interest in
monitoring the impact of the COVID-19
PHE on home health services. While we
continue to conduct analyses on home
health utilization and other metrics,
including the effects of COVID-19, we
note that the PHE is ongoing and as
such, patterns and trends may change
over time. We will continue to examine
the effects of the ongoing COVID-19
PHE on home health utilization and will
determine when and how best to
provide this information. We note that
CMS does publish COVID-19 data and
statistics, which provides information
on how the COVID-19 PHE is affecting
the Medicare population and aims to
better inform individual and public
policy healthcare decisions to address
the impact of COVID-19.2

Comment: Several commenters
requested additional detailed analyses
of the impact of the PDGM on home
health utilization. Some examples of
suggested additional analyses included
demographic data, social determinants
of health, Program for Evaluating
Payment Patterns Electronic Report
(PEPPER reports), and HHA provider
types, such as profit versus non-profit.
A commenter recommended that CMS
should supplement its analysis of
utilization data with additional data and
monitoring tools, such as survey data.
Another commenter supports CMS’
plans to assess the relationship of the
OASIS GG items to resource use and
their correlation to the current OASIS
M1800-1860 items that address
functional status. We received several
comments stating that the level of data
provided in the proposed rule did not
reflect whether the home health services
furnished were appropriate.
Commenters also suggested that CMS
examine patient outcomes and patient
experiences in future rulemaking. Other
commenters raised concerns about HHA
admission practices. Commenters

2Preliminary Medicare COVID-19 Data Snapshot.
https://www.cms.gov/research-statistics-data-
systems/preliminary-medicare-covid-19-data-
snapshot.

expressed concern that some HHAs
exclude eligible beneficiaries with
longer-term, chronic conditions,
prematurely discharge patients, ‘““cherry-
pick” patients to admit to home health,
and decrease necessary home health
aide services. Several commenters
requested that CMS continue to closely
review and monitor therapy utilization
data under the PDGM to evaluate for
unintended consequences, and if,
appropriate implement safeguards as
needed. Specifically, commenters stated
that the removal of therapy thresholds
for payment have resulted in decreases
in therapy utilization, termination of
therapy staff, and increased use of
algorithms, rather than clinical
judgment, to determine the appropriate
number of therapy visits.

Response: We thank commenters for
the additional suggestions for more
detailed analyses on home health
utilization and other relevant trends and
will consider such suggestions for future
analyses. We appreciate the concerns by
commenters regarding potential aberrant
practices and quality of care issues. As
we continue to analyze home health
utilization, we will monitor for any
emerging trends that may warrant any
program integrity actions.

Regarding the concerns related to the
removal of therapy thresholds,
beginning in CY 2020, section
1895(b)(4)(B)(ii) of the Act, as added by
section 51001 of the Bipartisan Budget
Act of 2018 (BBA 2018) eliminated the
use of therapy thresholds in calculating
payments for CY 2020 and subsequent
years. However, as with analysis of
overall home health utilization, we will
continue to monitor the provision of
therapy visits, including by
subspecialty. We remind commenters
that all home health services, including
therapy, must be provided in
accordance with the Conditions of
Participation at 42 CFR 484.60.
Specifically, the individualized plan of
care must specify the care and services
necessary to meet the patient-specific
needs as identified in the
comprehensive assessment, including
identification of the responsible
discipline(s), and the measurable
outcomes that the HHA anticipates will
occur as a result of implementing and
coordinating the plan of care. The
individualized plan of care must also
specify the patient and caregiver
education and training. Services must
be furnished in accordance with
accepted standards of practice.

Comment: We received several
comments regarding our analysis on the
CY 2019 Medicare home health cost
reports. Specifically, commenters
expressed concerns over the accuracy of
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cost report data. Commenters stated that
the home health agency cost report data
may not adequately reflect the home
health industries’ costs as providers
vary in complexity, sophistication, size
and resources.

Response: We appreciate the
commenters’ feedback on the CY 2019
cost report analysis provided in the
proposed rule. We recognize that with
the COVID-19 PHE, the CY 2019 data
on the Medicare cost reports may not
reflect the most recent changes such as
increased telecommunications
technology costs, increased PPE costs,
and hazard pay. As we stated in the CY
2022 HH PPS proposed rule (86 FR
35884), when the CY 2020 cost reports
become available, we will update the
estimated 30-day period of care costs in
CY 2020 in future rulemaking.

2. Comment Solicitation on the Annual
Determination of the Impact of
Differences Between Assumed Behavior
Changes and Actual Behavior Changes
on Estimated Aggregate Payment
Expenditures Under the HH PPS

In the CY 2019 HH PPS final rule with
comment period (83 FR 56455), we
finalized the use of three behavior
assumptions in order to calculate a 30-
day budget-neutral payment amount for
CY 2020 as required by section
1895(b)(3)(A)(iv) of the Act. These
included the clinical coding, the
comorbidity, and the LUPA behavior
assumptions. In the CY 2020 HH PPS
final rule with comment period (84 FR
60519), we finalized a —4.36 percent
behavior assumption adjustment in
order to calculate a national,
standardized 30-day base payment rate,
assuming that these behaviors would
happen half as frequently during the
first year of implementation of the
PDGM and 30-day unit of payment.
Section 1895(b)(3)(D)(i) of the Act
requires CMS to annually determine the
impact of the differences between
assumed behavior changes and actual
behavior changes on estimated aggregate
expenditures beginning with 2020 and
ending with 2026. In the CY 2020 final
rule with comment period (84 FR
60513), we stated that we interpret
actual behavior changes to encompass
both behavior changes that were
previously outlined, as assumed by
CMS, and other behavior changes not
identified at the time that the budget
neutral 30-day payment for CY 2020
was determined. In the CY 2022
proposed rule (86 FR 35889), we
solicited comments on a possible
methodology where we would use
actual CY 2020 30-day period claims
data to simulate 60-day episodes to
determine what CY 2020 payments

would have been under the 153-group
case-mix system and 60-day unit of
payment. We also solicited comments
on any potential alternative methods for
determining the difference between
assumed and actual behavior changes
on estimated aggregate expenditures.
We received comments on the
methodology described in the proposed
rule, comments regarding potential
alternative methods, and comments on
the previously finalized behavior
assumptions which are summarized in
this section of the rule.

Comment: We received several
comments stating that an independent
analysis of the actual versus assumed
behavior changes show that CMS’
assumptions on two of the three
previously finalized behavior
assumptions were inaccurate. These
commenters stated that CMS
overestimated the clinical group
assumption and the LUPA assumption.
These commenters stated that the
magnitude of coding the highest paying
clinical diagnosis was overstated and
the actual change in coding practices
did not manifest as CMS assumed.
Commenters also stated that there was
a significant increase in the frequency of
LUPA periods of care, indicating that
the LUPA assumption also was
overestimated. That is, commenters
stated that HHAs did not make 1-2 extra
visits to meet or exceed the LUPA
threshold to receive a full, case-mix
adjusted 30-day period payment.
Commenters recommended that we
remove these behavior assumptions and
the —4.36 percent payment adjustment
for rate setting in CY 2022. Other
comments stated that not only should
the —4.36 percent adjustment be
removed, but that we should further
increase the 30-day payment in CY
2022.

A few commenters stated CMS does
not have the authority to institute
budget neutrality adjustments beyond
those related to behavior changes. In
addition, a few commenters stated we
must utilize a PDGM budget neutrality
methodology that is solely focused on
assumed behavior changes that were
incorporated into the original 2020 rate
setting.

Many commenters noted, as
projected, the reported comorbidity
levels have increased. Some
commenters state this change may be
because HHAs are now
comprehensively recording these
secondary diagnoses on home health
claims, thereby more accurately
reflecting patient acuity. However, other
commenters disagreed and believe there
is a change in aggregate patient acuity
due to the COVID-19 PHE. Several

commenters stated that there have been
noted increases in the functional
impairment level. Many stated that an
increase of patients into the high
functional impairment category and a
decrease in the low functional
impairment category could be a direct
result of the COVID-19 PHE, because
HHAs had to accept higher acuity and
more functionally impaired patients
while elective surgeries were canceled
and decreased the utilization in patients
with lower functional impairment
scores. The majority of commenters
were supportive of foregoing any
payment adjustment in CY 2022 based
on the difference between assumed
versus actual behavior change.

Response: We appreciate the
commenters feedback and would like to
remind commenters that section
1895(b)(3)(a)(iv) of the Act required
CMS to make behavioral assumptions
when calculating the budget-neutral 30-
day payment rate. Section 1895(b)(3)(D)
of the Act also requires CMS to annually
determine the impact of differences
between assumed behavior changes and
actual behavior changes on estimated
aggregate expenditures beginning with
CY 2020 and ending with CY 2026.
Therefore, we cannot simply remove a
behavior change assumption; rather, we
are required by law to annually
determine the effects of behavior change
on estimated aggregate expenditures.
Furthermore, we stated in the CY 2019
HH PPS final rule with comment period
(53 FR 56455), the CY 2020 HH PPS
final rule with comment period (84 FR
60513), and the CY 2022 HH PPS
proposed rule (86 FR 35890), that we
interpret actual behavior changes to
encompass both behavior changes that
were previously outlined, as assumed
by CMS, and other behavior changes not
identified at the time that the budget
neutral 30-day payment amount for CY
2020 was determined.

The law gives CMS the discretion to
make temporary and permanent
payment adjustments at a time and in a
manner determined, by the Secretary, to
be appropriate. As such, we did not
propose any adjustment to the national,
standardized 30-day payment rate in the
CY 2022 HH PPS proposed rule based
on any behavior assumptions. The law
requires that we make any temporary
and permanent payment adjustment
based on the difference between
assumed versus actual behavior change
on estimated aggregate expenditures
through notice and comment
rulemaking.

Given some of the comments stating
that CMS overestimated the behavior
change, we wish to remind commenters
that the CYs 2020 and 2021 LDS files
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included two separate datasets; one uses
claims with a “full” behavior
assumption applied, using the initial
proposed —8.389 percent adjustment,
and the other uses claims with a “no”
behavior assumption applied (no
adjustment for changes in behavior). As
stated previously in the CY 2020 HH
PPS final rule with comment period (84
FR 60512), CMS applied the three
behavioral assumptions to only half of
the 30-day periods of care, randomly
selected. The —4.36 percent behavior
adjustment is not included in the CYs
2020 and 2021 LDS files given the 30-
day periods to which the assumptions
were applied were done so randomly.
Therefore, any independent analysis
conducted would need to include
application of the behavior assumptions
to only half of the 30-day periods in the
LDS files.

Comment: The majority of
commenters disagreed with the
methodology set out in the proposed
rule. Their concerns related to: The
exclusions we applied to the data when
simulating 60-day episodes claims from
30-day periods; the impact of the
COVID-19 PHE; the lack of
comparability between case-mix models
(for example, the assertion that a case-
mix of 1.0 is not the same across two
systems); and the removal of payment
incentives for therapy visits leading to
a decline in therapy services furnished
in CY 2020. Many commenters offered
an alternative approach to compare CY
2018 60-day episodes converted to 30-
day periods used for CY 2020 rate
setting to actual CY 2020 30-day
periods. Commenters stated such
approach would more accurately
determine the differences between
assumed versus actual behavior changes
on estimated aggregate expenditures,
would be less biased, would eliminate
the need to model other changes that
occurred due to the implementation of
the PDGM, and would avoid the impact
of the COVID-19 PHE on therapy
utilization. A few commenters also
recommended to incorporate some
analysis of evaluating “real” and
“nominal” changes in the average case-
mix weight.

However, MedPAC supported the
method presented in the proposed rule
for computing the budget-neutral
amount stating the method was
reasonable and would satisfy the
requirement to reconcile payments
based on the differences between
assumed versus actual behavior change
on estimated aggregate expenditures, as
required by section 1895(a)(3)(D) of the
Act.

Response: We appreciate the
commenters’ comprehensive review of

the methodology described in the CY
2022 HH PPS proposed rule. We will
consider all alternative approaches as
we continue to develop and refine a
methodology for annually determining
the difference between assumed versus
actual behavior changes on estimated
aggregate expenditures. As stated
previously, the methodology and any
associated payment adjustment based
on the difference between assumed
versus actual behavior change on
estimated aggregate expenditures will be
made through future notice and
comment rulemaking.

3. CY 2022 PDGM LUPA Thresholds
and PDGM Case-Mix Weights

a. CY 2022 PDGM LUPA Thresholds

Under the HH PPS, LUPAs are paid
when a certain visit threshold for a
payment group during a 30-day period
of care is not met. In the CY 2019 HH
PPS final rule with comment period (83
FR 56492), we finalized our policy that
the LUPA thresholds would be set at the
10th percentile of visits or 2 visits,
whichever is higher, for each payment
group. This means that the LUPA
threshold for each 30—day period of care
varies depending on the PDGM payment
group to which it is assigned. If the
LUPA threshold for the payment group
is met under the PDGM, the 30-day
period of care is be paid the full 30-day
period case-mix adjusted payment
amount (subject to any PEP or outlier
adjustments). If a 30-day period of care
does not meet the PDGM LUPA visit
threshold, then payment will be made
using the CY 2022 per-visit payment
amounts as described in section III. of
this final rule. For example, if the LUPA
visit threshold is four, and a 30-day
period of care has four or more visits,
it is paid the full 30-day period payment
amount; if the period of care has three
or less visits, payment is made using the
per-visit payment amounts.

In the CY 2019 HH PPS final rule with
comment period (83 FR 56492), we
finalized our policy that the LUPA
thresholds for each PDGM payment
group would be reevaluated every year
based on the most current utilization
data available at the time of rulemaking.
However, CY 2020 was the first year of
the new case-mix adjustment
methodology and we stated in the CY
2021 final rule (85 FR 70305, 70306) we
would maintain the LUPA thresholds
that were finalized and shown in Table
17 of the CY 2020 HH PPS final rule
with comment period (84 FR 60522) for
CY 2021 payment purposes. At that
time, we did not have sufficient CY
2020 data to reevaluate the LUPA
thresholds for CY 2021.

We have received anecdotal feedback
from stakeholders that in CY 2020,
HHAs billed more LUPAs because
patients requested fewer in-person visits
due the COVID-19 PHE. As discussed
further in this section of this rule, we
proposed to update the case-mix
weights for CY 2022 using CY 2020 data
as there are several factors that
contribute to how the case-mix weight
is set for a particular case-mix group
(such as the number of visits, length of
visits, types of disciplines providing
visits, and non-routine supplies) and the
case-mix weight is derived by
comparing the average resource use for
the case-mix group relative to the
average resource use across all groups.
CMS believes that the COVID-19 PHE
would have impacted utilization within
all case-mix groups similarly. Therefore,
the impact of any reduction in resource
use caused by the COVID-19 PHE on
the calculation of the case-mix weight
would be minimized since the impact
would be accounted for both in the
numerator and denominator of the
formula used to calculate the case-mix
weight. However, in contrast, the LUPA
thresholds are based on the number of
overall visits in a particular case-mix
group (the threshold is the 10th
percentile of visits or 2 visits, whichever
is greater) instead of a relative value
(like what is used to generate the case-
mix weight) that would control for the
impacts of the COVID-19 PHE. We note
that visit patterns and some of the
decrease in overall visits in CY 2020
may not be representative of visit
patterns in CY 2022. If we had proposed
to set the LUPA thresholds using CY
2020 data and then set the LUPA
thresholds again for CY 2023 using data
from CY 2021, it is likely that there
would be an increase in these
thresholds due to the lower number of
visits that occurred in CY 2020.
Therefore, to mitigate any potential
future and significant short-term
variability in the LUPA thresholds due
to the COVID-19 PHE, we proposed to
maintain the LUPA thresholds finalized
and displayed in Table 17 in the CY
2020 HH PPS final rule with comment
period (84 FR 60522) for CY 2022
payment purposes. We believe that
maintaining the LUPA thresholds for CY
2022 was the best approach because it
mitigates potential fluctuations in the
thresholds caused by visit patterns
changing from what we observed in CY
2020 potentially due to the COVID-19
PHE. The public comments on our
proposal to maintain the CY 2021 LUPA
thresholds for CY 2022 payment
purposes and our responses are
summarized in this section of the rule.
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Comment: Some commenters
expressed their support for the policy to
maintain the CY 2020 LUPA thresholds
for CY 2022 in order to mitigate
potential fluctuations in the thresholds
caused by changing visit patterns in CY
2020 potentially due to the COVID-19
PHE. One commenter recommended
that CMS allow telehealth visits to be
counted toward meeting LUPA
thresholds. This commenter stated that
in situations where virtual care visits
can be equally as efficacious as an in-
person meeting, and CMS should allow
these visits to count within this
payment framework.

Response: We thank the commenters
for their support. As noted previously,
the goal of maintaining the LUPA
thresholds for CY 2022 is to mitigate
any potential fluctuations in the
thresholds resulting from any changes
in visit patterns resulting from the
COVID-19 PHE. While we understand
that there are ways in which technology
can be further utilized to improve
patient care, better leverage advanced
practice clinicians, and improve
outcomes while potentially making the
provision of home health care more
efficient, we remind stakeholders that
under current law, services furnished
via a telecommunications system cannot
be considered a home health visit for
purposes of eligibility or payment.
Section 1895(e)(1)(A) of the Act
prohibits payment for services furnished
via a telecommunications system if such

services substitute for in-person home
health services ordered as part of a plan
of care.

Final Decision: We are finalizing the
proposal to maintain the LUPA
thresholds for CY 2022. The LUPA
thresholds for CY 2022 are located on
the HHA Center webpage.3

b. CY 2022 Functional Impairment
Levels

Under the PDGM, the functional
impairment level is determined by
responses to certain OASIS items
associated with activities of daily living
and risk of hospitalization; that is,
responses to OASIS items M1800—
M1860 and M1032. A home health
period of care receives points based on
each of the responses associated with
these functional OASIS items, which are
then converted into a table of points
corresponding to increased resource
use. The sum of all of these points
results in a functional score which is
used to group home health periods into
a functional level with similar resource
use. That is, the higher the points, the
higher the response is associated with
increased resource use. The sum of all
of these points results in a functional
impairment score which is used to
group home health periods into one of
three functional impairment levels with
similar resource use. The three

3Home Health Agency Center webpage. https://
www.cms.gov/Center/Provider-Type/Home-Health-
Agency-HHA-Center.

functional impairment levels of low,
medium, and high were designed so that
approximately V3 of home health
periods from each of the clinical groups
fall within each level. Home health
periods in the low impairment level
have responses for the functional OASIS
items that are associated with the lowest
resource use, on average. Home health
periods in the high impairment level
have responses for the functional OASIS
items that are associated with the
highest resource use on average.

For CY 2022, we proposed to use CY
2020 claims data to update the
functional points and functional
impairment levels by clinical group.
The CY 2018 HH PPS proposed rule (82
FR 35320) and the Home Health
Groupings Model (HHGM) technical
report from December 2016 4 provide a
more detailed explanation as to the
construction of these functional
impairment levels using the OASIS
items. We proposed to use this same
methodology previously finalized to
update the functional impairment levels
for CY 2022. The updated OASIS
functional points table and the table of
functional impairment levels by clinical
group for CY 2022 are listed in Tables
2 and 3, respectively.

BILLING CODE P

4 Overview of the Home Health Groupings Model
Technical Report. November 2016. https://
downloads.cms.gov/files/hhgm % 20technical
% 20report%20120516 % 20sxf.pdf.


https://downloads.cms.gov/files/hhgm%20technical%20report%20120516%20sxf.pdf
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https://downloads.cms.gov/files/hhgm%20technical%20report%20120516%20sxf.pdf
https://www.cms.gov/Center/Provider-Type/Home-Health-Agency-HHA-Center
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TABLE 2: OASIS POINTS TABLE FOR THOSE ITEMS ASSOCIATED WITH

INCREASED RESOURCE USE USING A REDUCED SET OF OASIS ITEMS, CY 2020

Percent of Periods in 2020 with this Response

responses 8, 9 or
10)

Responses Points (2020) Category
Oorl 0 33.8%
M1800: Grooming
2or3 3 66.2%
M1810: Current Ability to Dress Upper Oorl 0 28.8%
Body 2or3 6 71.2%
Oorl 0 13.7%
M1820: Current Ability to Dress Lower 2 5 63.3%
Body
3 12 23.0%
Oorl 0 3.5%
2 1 13.4%
M1830: Bathing
3ord 9 51.4%
Sor6 17 31.7%
Oorl 0 63.7%
M1840: Toilet Transferring
2,30r4 5 36.3%
0 0 2.0%
M1850: Transferring 1 3 24.4%
2,3,40r5 7 73.6%
Oorl 0 4.5%
2 7 16.8%
M1860: Ambulation/Locomotion
3 6 61.2%
4,50r6 19 17.5%
Three or fewer
items marked
(Excluding 0 70.1%
responses 8, 9 or
10)
M1032: Risk of Hospitalization
Four or more items
marked (Excluding 12 29 99,

Source: CY 2020 Home Health Claims Data, Periods that begin and end in CY 2020 accessed on the Chronic
Conditions Data Warehouse (CCW) July 12, 2021.
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TABLE 3: THRESHOLDS FOR FUNCTIONAL LEVELS BY CLINICAL GROUP,

CY 2020

Clinical Group Level of Impairment Points (2020)
Low 0-33
MMTA - Other Medium 34-48
High 49+
Low 0-32
Behavioral Health Medium 33-48
High 49+
Low 0-36
Complex Nursing Interventions Medium 37-56
High 57+
Low 0-35
Musculoskeletal Rehabilitation Medium 36-48
High 49+
Low 0-36
Neuro Rehabilitation Medium 37-55
High 56+
Low 0-36
Wound Medium 37-54
High 55+
Low 0-34
MMTA - Surgical Aftercare Medium 35-45
High 46+
Low 0-32
MMTA - Cardiac and Circulatory Medium 33-47
High 48+
Low 0-30
MMTA - Endocrine Medium 31-44
High 45+
Low 0-36
ls\;ﬂs\;lell"nA - Gastrointestinal tract and Genitourinary Medium 37-51
High 52+
Low 0-33
%ﬁl;gﬁg—g;:‘:;‘;i:sus Disease, Neoplasms, and Blood- Medium 34-48
High 49+
Low 0-36
MMTA — Respiratory Medium 37-48
High 49+

Source: CY 2020 Home Health Claims Data, Periods that begin and end in CY 2020 accessed on the CCW July 12,

2021.

BILLING CODE C
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The following is a summary of the
comments received and our responses to
comments on the proposal to update the
functional points and the functional
impairment levels by clinical group.

Comment: MedPAC was supportive of
the proposal to update the functional
points and functional impairment levels
for CY 2022 and recommended that
CMS to continue to update the
functional categories in this manner in
future payment years. MedPAC stated
that the re-weighting CMS proposed for
CY 2022 would reset the payment
categories based on 2020 data, so that
periods will again be evenly distributed
across the three functional payment
categories. MedPAC believes that
maintaining this distribution helps to
ensure the accuracy of Medicare
payments.

Response: We thank the Commission
for its support.

Final Decision: We are finalizing the
proposal to update the functional points
and functional impairment levels for CY
2022.

c. CY 2022 Comorbidity Subgroups

Thirty-day periods of care receive a
comorbidity adjustment category based
on the presence of certain secondary

diagnoses reported on home health
claims. These diagnoses are based on a
home-health specific list of clinically
and statistically significant secondary
diagnosis subgroups with similar
resource use, meaning the diagnosis
subgroups have at least as high as the
median resource use and are reported in
more than 0.1 percent of 30-day periods
of care. Home health 30-day periods of
care can receive a comorbidity
adjustment under the following
circumstances:

e Low comorbidity adjustment: There
is a reported secondary diagnosis on the
home health-specific comorbidity
subgroup list that is associated with
higher resource use.

e High comorbidity adjustment:
There are two or more secondary
diagnoses on the home health-specific
comorbidity subgroup interaction list
that are associated with higher resource
use when both are reported together
compared to if they were reported
separately. That is, the two diagnoses
may interact with one another, resulting
in higher resource use.

e No comorbidity adjustment: A 30-
day period of care receives no
comorbidity adjustment if no secondary
diagnoses exist or none meet the criteria

for a low or high comorbidity
adjustment.

In the CY 2019 HH PPS final rule with
comment period (83 FR 56406), we
stated that we would continue to
examine the relationship of reported
comorbidities on resource utilization
and make the appropriate payment
refinements so that payments align with
the actual costs of providing care. For
CY 2022, we proposed to use the same
methodology used to establish the
comorbidity subgroups to update the
comorbidity subgroups using CY 2020
home health data.

For CY 2022, we proposed to update
the comorbidity subgroups to include 20
low comorbidity adjustment subgroups
and 85 high comorbidity adjustment
interaction subgroups. To generate the
final comorbidity subgroups, we used
CY 2020 home health claims data with
linked OASIS data (as of July 12, 2021).
The tables later in this section have
been revised to reflect the results using
the updated data. The final comorbidity
subgroups include 20 low comorbidity
adjustment subgroups as identified in
Table 4 and 87 high comorbidity
subgroups as identified in Table 5.
BILLING CODE P

TABLE 4: LOW COMORBIDITY ADJUSTMENT SUBGROUPS FOR CY 2022

Low Comorbidity Subgroup

Subgroup Description

Sequelae of Cerebrovascular Diseases, includes Cerebral Atherosclerosis and Stroke

Cerebral 4 Sequelae
Atherosclerosis, includes Peripheral Vascular Disease, Aortic Aneurysms and
Circulatory 7 Hypotension
Circulatory 9 Other Venous Embolism and Thrombosis

Circulatory 10

Varicose Veins and Lymphedema

Other Combined Immunodeficiencies and Malnutrition, includes graft-versus-host-

Endocrine 4 disease
Heart 10 Dysrhythmias, includes Atrial Fibrillation and Atrial Flutter
Heart 11 Heart Failure
Musculoskeletal 1 Lupus

Musculoskeletal 2

Rheumatoid Arthritis

Neoplasms 1

Malignant Neoplasms of Lip, Oral Cavity and Pharynx, includes Head and Neck

Cancers

Neoplasms 2

Malignant Neoplasms of Digestive Organs, includes Gastrointestinal Cancers

Neoplasms 18

Secondary Neoplasms of Urinary and Reproductive Systems, Skin, Brain, and Bone

Neurological 5

Spinal Muscular Atrophy, Systemic atrophy and Motor Neuron Disease

Neurological 7

Paraplegia, Hemiplegia and Quadriplegia

Neurological 10

Diabetes with Neuropathy

Neurological 11

Diabetic Retinopathy and Macular Edema

Respiratory 9

Respiratory Failure and Atelectasis

Skin 1 Cutaneous Abscess, Cellulitis, and Lymphangitis

Diseases of Arteries, Arterioles and Capillaries with Ulceration and Non-Pressure
Skin 3 Chronic Ulcers
Skin 4 Stages Two through Four and Unstageable Pressure Ulcers by Site
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TABLE 5: HIGH COMORBIDITY ADJUSTMENT INTERACTIONS FOR CY 2022

Comorbidity S A .. ..
Subgroup Interaction Comorbidity Group Subgroup Description Comorbidity Group Subgroup Description
. Mood D1§0rders, 1qcludes . Spinal Muscular Atrophy, Systemic
1 Behavioral 2 Depression and Bipolar Neurological 5 .
. atrophy and Motor Neuron Disease
Disorder
Mood Disorders, includes Paraplesia. Heminleeia and
2 Behavioral 2 Depression and Bipolar Neurological 7 piegia, Hemipcg
. Quadriplegia
Disorder
Mood Disorders, includes Stages Two through Four and
3 Behavioral 2 Depression and Bipolar Skin 4 Unstageable Pressure Ulcers by
Disorder Site
Psychotic, major depressive,
and dissociative disorders, Discases of Arteries, Arterioles and
4 Behavioral 4 includes unspecified dementia, Skin 3 Capillaries with Ulceration and
eating disorder and intellectual Non-Pressure Chronic Ulcers
disabilities
Psychotic, major depressive,
and dissociative disorders, Stages Two through Four and
5 Behavioral 4 includes unspecified dementia, Skin 4 Unstageable Pressure Ulcers by
eating disorder and intellectual Site
disabilities
Psychotic, major depressive,
and dissociative disorders, . .
6 Behavioral 4 includes unspecified dementia, Neurological 5 Spinal Muscular Atrophy, Sy §tem1c
. . . atrophy and Motor Neuron Disease
eating disorder and intellectual
disabilities
Phobias, Other Anxiety and Paraplegia, Hemiplegia and
7 Behavioral 5 Obsessive Compulsive Neurological 7 piegla, Hiemip cg
. Quadriplegia
Disorders
Occlusion/Stenosis of Pre- SS?;;ZIS?S oifnglirg:;(g;?;« laalr
8 Cerebral 1 cerebral/Cerebral Arteries Cerebral 4 i .
. . Atherosclerosis and Stroke
without Cerebral Infarction
Sequelae
Sequelae of Cerebrovascular
Diseases, includes Cerebral . . .
9 Cerebral 4 Atherosclerosis and Stroke Neurological 10 Diabetes with Neuropathy
Sequelae
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Sequelae of Cerebrovascular
Diseases, includes Cerebral

Hemolytic, Aplastic, and Other

10 Cerebral 4 Atherosclerosis and Stroke Circulatory 2 Anemias
Sequelae
Sequelae of Cerebrovascular
11 Cerebral 4 Diseases, includes Cerebral Heart 11 Heart Failure
Atherosclerosis and Stroke
Sequelae
Sequelae of Cerebrovascular
Diseases, includes Cerebral . Spinal Muscular Atrophy, Systemic
12 Cerebral 4 Atherosclerosis and Stroke Neurological 3 atrophy and Motor Neuron Disease
Sequelae
Seguelae O.f Cerebrovascular Discases of Arteries, Arterioles and
Diseases, includes Cerebral . o . .
13 Cerebral 4 . Skin 3 Capillaries with Ulceration and
Atherosclerosis and Stroke .
Non-Pressure Chronic Ulcers
Sequelae
Sequelae O.f Cerebrovascular Stages Two through Four and
Diseases, includes Cerebral .
14 Cerebral 4 . Skin 4 Unstageable Pressure Ulcers by
Atherosclerosis and Stroke Site
Sequelae
SS?;;ZI;Z Oii(;’lirggsrtggseﬁzr Atherosclerosis, includes
15 Cerebral 4 ? . Circulatory 7 Peripheral Vascular Disease, Aortic
Atherosclerosis and Stroke .
Aneurysms and Hypotension
Sequelae
. . Nutritional, Enzymatic, and . Spinal Muscular Atrophy, Systemic
16 Circulatory 1 Other Heredity Anemias Neurological 5 atrophy and Motor Neuron Disease
17 Circulatory 1 Nutritional, Enzymatic, and Skin 1 Cutaneous Abscess, Cellulitis, and
wy Other Heredity Anemias Lymphangitis
Nutritional, Enzymatic, and Diseases of Arteries, Arterioles and
18 Circulatory 1 Other Heredity Ancmias Skin 3 Capillarics with Ulccration and
Non-Pressure Chronic Ulcers
. : Nutritional, Enzymatic, and . Paraplegia, Hemiplegia and
19 Circulatory 1 Other Heredity Anemias Neurological 7 Quadriplegia
20 Circulatory 10 Varlgose Veins and Heart 9 Valve Disorders
’ Lymphedema
21 Circulatory 10 Varicose Veins and Musculoskeletal 3 Joint Pain
’ Lymphedema
22 Circulatory 10 Varicose Veins and Endocrine 1 Hypothyroidism
’ Lymphedema ’ 7
. . Varicose Veins and . Type 1, Type 2, and Other
23 Circulatory 10 Lymphedema Endocrine 3 Specified Diabetes
Chronic Obstructive Pulmonary
24 Circulatory 10 Varicose Veins and Respiratory 5 Disease, and Asthma, and
Lymphedema Bronchiectasis
25 Circulatory 10 Var‘?Ose Veins and Heart 12 Other Heart Diseases
Lymphedema
26 Circulatory 10 Varicose Veins and Neurological 10 Diabetes with Neuropathy
Lymphedema
27 Circulatory 10 Varicose Veins and Heart 11 Heart Failure
’ Lymphedema
. Varicose Veins and . Obesity, and Disorders of
28 Circulatory 10 Lymphedema Fndocrine 3 Metabolism and Fluid Balance
. ’ Varicose Veins and Dysrhythmias, includes Atrial
29 Circulatory 10 Lymphedema Heart 10 Fibrillation and Atrial Flutter
30 Circulatory 10 Varicose Veins and Neurological 11 Diabetic Retinopathy and Macular
’ Lymphedema Edema
Diseases of Arteries, Arterioles and
31 Circulatory 10 Varicose Veins and Skin 3 Capillaries with Ulceration and
Lymphedema Non-Pressure Chronic Ulcers
. . Hemolytic, Aplastic, and Other . Spinal Muscular Atrophy, Systemic
32 Circulatory 2 Anemias Neurological 5 atrophy and Motor Neuron Disease
33 Circulatory 2 Hemolytic, Aplas.tlc, and Other Neurological 7 Paraplegia, Hgmlp}egla and
Anemias Quadriplegia
Hemolytic, Aplastic, and Other Stages Two through Four and
34 Circulatory 2 Anemias Skin 4 Unstageable Pressure Ulcers by

Site
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Hypertensive Chronic Kidney

Paraplegia, Hemiplegia and

35 Circulatory 4 Discase Neurological 7 Quadriplegia
. O Diseases of Arteries, Arterioles and
36 Circulatory 4 Hypertenswe. Chronic Kidney Skin 3 Capillaries with Ulceration and
Disease .
Non-Pressure Chronic Ulcers
Atherosclerosis, includes
. Peripheral Vascular Disease, . Spinal Muscular Atrophy, Systemic
37 Circulatory 7 Af)ortic Ancurysms and Neurological 5 aFrophy and Motor Nfr:)ur}on Iy)isease
Hypotension
| e
38 Circulatory 7 . ? Skin 3 Capillaries with Ulceration and
Aortic Aneurysms and .
. Non-Pressure Chronic Ulcers
Hypotension
39 Circulatory 9 Other Venous Embpllsm and Neurological 10 Diabetes with Neuropathy
Thrombosis
Other Venous Embolism and Other disorders of the kidney and
40 Circulatory 9 Thrombosis Renal 3 ureter, excluding chronic kidney
disease and ESRD
Other Venous Embolism and Other Combined
. Thrombosis . Immunodeficiencies and
4 Circulatory 9 Endocrine 4 Malnutrition, includes Graft-
Versus-Host-Disease
Diseases of Arteries, Arterioles and
42 Endocrine 1 Hypothyroidism Skin 3 Capillaries with Ulceration and
Non-Pressure Chronic Ulcers
Stages Two through Four and
43 Endocrine 1 Hypothyroidism Skin 4 Unstageable Pressure Ulcers by
Site
. Type 1, Type 2, and Other . Spinal Muscular Atrophy, Systemic
a4 Endocrine 3 Specified Diabetes Neurological 5 atrophy and Motor Neuron Disease
Type 1, Type 2, and Other Diseases of Arteries, Arterioles and
45 Endocrine 3 Specified Diabetes Skin 3 Capillaries with Ulceration and
Non-Pressure Chronic Ulcers
Other Combined
. Immunodeficiencies and . Paraplegia, Hemiplegia and
46 Endocrine 4 Malnutrition, includes Graft- Neurological 7 P éuadripleziag
Versus-Host-Disease
Imm?lilsge%?:?;gt:?:g and Stages Two through Four and
47 Endocrine 4 L Skin 4 Unstageable Pressure Ulcers by
Malnutrition, includes Graft- Site
Versus-Host-Disease
. Obesity, and Disorders of . Spinal Muscular Atrophy, Systemic
48 Endocrine 5 MetaboliZm and Fluid Balance Neurological 5 aFrophy and Motor Ngur}on Iy)isease
49 Endocrine 5 Obesity, and Disorders of Skin 1 Cutaneous Abscess, Cellulitis, and
Metabolism and Fluid Balance Lymphangitis
. Obesity, and Disorders of . Paraplegia, Hemiplegia and
30 Endocrine 5 Metaboligm and Fluid Balance Neurological 7 b éuadriplegiag
Obesity, and Disorders of Diseases of Arteries, Arterioles and
51 Endocrine 5 Metabolism and Fluid Balance Skin 3 Capillaries with Ulceration and
Non-Pressure Chronic Ulcers
Dysrhythmias, includes Atrial . Cutaneous Abscess, Cellulitis, and
32 Heart 10 F?brillyation and Atrial Flutter Skin 1 Lymphangitis
Dysrhythmias, includes Atrial Stages Two through Four and
53 Heart 10 Fibrillation and Atrial Flutter Skin 4 Unstageable Pressure Ulcers by
Site
54 Heart 11 Heart Failure Skin 1 Cutancous Abscess, C@llulitis, and
Lymphangitis
55 Heart 11 Heart Failure Neurological 7 Paraplegia, Hf:mip!egia and
Quadriplegia
Heart Failure Discases of Arteries, Arterioles and
56 Heart 11 Skin 3 Capillaries with Ulceration and
Non-Pressure Chronic Ulcers
Discases of Arteries, Arterioles and
57 Heart 12 Other Heart Discases Skin 3 Capillaries with Ulceration and

Non-Pressure Chronic Ulcers
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Other Pulmonary Heart

Diseases of Arteries, Arterioles and

58 Heart 8 Discases Skin 3 Capillaries with Ulceration and
Non-Pressure Chronic Ulcers
Discases of Arteries, Arterioles and
59 Heart 9 Valve Disorders Skin 3 Capillaries with Ulceration and
Non-Pressure Chronic Ulcers
Discases of Arteries, Arterioles and
60 Infectious 1 C-diff, MRSA, E-coli, Sepsis Skin 3 Capillaries with Ulceration and
Non-Pressure Chronic Ulcers
Stages Two through Four and
61 Infectious 1 C-diff, MRSA, E-coli, Sepsis Skin 4 Unstageable Pressure Ulcers by
Site
Diseases of Arteries, Arterioles and
62 Musculoskeletal 2 Rheumatoid Arthritis Skin 3 Capillaries with Ulceration and
Non-Pressure Chronic Ulcers
63 Musculoskeletal 3 Joint Pain Neurological 5 igﬁlskll;dai?ﬁftgt;?fgsnsﬁzgg
64 Musculoskeletal 3 Joint Pain Neurological 7 Paraplegia. H‘emlp!eg fa and
Quadriplegia
Diseases of Arteries, Arterioles and
65 Musculoskeletal 3 Joint Pain Skin 3 Capillaries with Ulceration and
Non-Pressure Chronic Ulcers
66 Musculoskeletal 4 Lumbar Spinal Stenosis Neurological 5 Spinal Muscular Atrophy, Sy§tem1c
atrophy and Motor Neuron Disease
Diseases of Arteries, Arterioles and
67 Musculoskeletal 4 Lumbar Spinal Stenosis Skin 3 Capillaries with Ulceration and
Non-Pressure Chronic Ulcers
Diabetes with Neuropathy Spinal Muscular Atrophy,
68 Neurological 10 Neurological 5 Systemic atrophy and Motor
Neuron Disease
Diabetes with Neuropathy Diseases of Arteries, Arterioles and
69 Neurological 10 Skin 3 Capillaries with Ulceration and
Non-Pressure Chronic Ulcers
Diabetes with Neuropathy Stages Two through Four and
70 Neurological 10 Skin 4 Unstageable Pressure Ulcers by
Site
. . . Stages Two through Four and
71 Neurological 11 Diabetic Retinopathy and Skin 4 Unstgageable Pressfre Ulcers by
Macular Edema Site
72 Neurological 4 AIZI}{Z[I;IZQ ]S)Eéfgg;z;nd Respiratory 9 Respiratory Failure and Atelectasis
Alzheimer’s Disease and Diseases of Arteries, Arterioles and
73 Neurological 4 Related Dementias Skin 3 Capillaries with Ulceration and
Non-Pressure Chronic Ulcers
Alzheimer’s Disease and Stages Two through Four and
74 Neurological 4 Related Dementias Skin 4 Unstageable Pressure Ulcers by
Site
Spinal Muscular Atrophy. Other disorders of the kidney and
75 Neurological 5 Systemic atrophy and Motor Renal 3 ureter, excluding chronic kidney
Neuron Disease disease and ESRD
Spinal Muscular Atrophy, . . .
76 Neurological 5 Systemic atrophy and Motor Neurological 7 Paraplegia, H;mlp!egla and
f Quadriplegia
Neuron Disease
Spinal Muscular Atrophy, Diseases of Arteries, Arterioles and
77 Neurological 5 Systemic atrophy and Motor Skin 3 Capillaries with Ulceration and
Neuron Disease Non-Pressure Chronic Ulcers
Paraplegia, Hemiplegia and Other disorders of the kidney and
78 Neurological 7 Quadriplegia Renal 3 ureter, excluding chronic kidney
disease and ESRD
Paraplegia, Hemiplegia and Stages Two through Four and
79 Neurological 7 Quadriplegia Skin 4 Unstageable Pressure Ulcers by
Site
I . Discases of Arteries, Arterioles and
80 Renal 1 Chronic Kidney Discase and Skin 3 Capillaries with Ulceration and

End Stage Renal Disease

Non-Pressure Chronic Ulcers
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R . Stages Two through Four and
81 Renal 1 Chronic Kidney Dlse’ase and Skin 4 Unstageable Pressure Ulcers by
End Stage Renal Disease Site
Other disorders of the kidney Stages Two through Four and
82 Renal 3 and ureter, excluding chronic Skin 4 Unstageable Pressure Ulcers by
kidney disease and ESRD Site
. Bronchitis, Emphysema, and . Diseas_es O.f Ar@ries, Arter.i()les and
83 Respiratory 4 Intersti ti)zll Lung Disea;se Skin 3 Capillaries with Ulceration and
Non-Pressure Chronic Ulcers
Chronic Obstructive Pulmonary Stages Two through Four and
84 Respiratory 5 Discase, and Asthma, and Skin 4 Unstageable Pressure Ulcers by
Bronchiectasis Site
Respiratory Failure and Diseases of Arteries, Arterioles and
85 Respiratory 9 Atelectasis Skin 3 Capillaries with Ulceration and
Non-Pressure Chronic Ulcers
- Diseases of Arteries, Arterioles and
86 Skin 1 Cutancous Abscess, Cellulitis, Skin 3 Capillaries with Ulceration and
and Lymphangitis Non-Pressure Chronic Ulcers
Dl(sjeéses.l(l)f Arter,lles,arterlo.les Stages Two through Four and
87 Skin 3 and Capiiaries with 1lceration Skin 4 Unstageable Pressure Ulcers by
and Non-Pressure Chronic Site
Ulcers

BILLING CODE C

In this section of the rule is a
summary of the comments received and
our response to those comments on the
proposed updates to the low
comorbidity adjustment subgroups and
the high comorbidity adjustment
subgroups for CY 2022.

Comment: A commenter requested
that CMS reassign diseases and
disorders, as well as specific ICD-10 CM
diagnosis codes, to different clinical
groups or comorbidity subgroups to
align with codes representing either
similar conditions or similar clinical
manifestations. The commenter
requested the following reassignments:

(1) Reassign dementia codes currently
listed in the Behavioral Health clinical group
to the Neuro Rehabilitation clinical group,
due to the clinical similarities of Alzheimer’s
Disease and dementia, and to mirror the
current classification of dementia within the
neurological comorbidity subgroup

(2) Add musculoskeletal pain, M25.5XX
codes to the Musculoskeletal Rehabilitation
(MS-Rehab) clinical group when listed as a
primary diagnosis, as 14 of 17 M25.5XX
codes are included in the Musculoskeletal 3
comorbidity subgroup;

(3) Add the “specified by organism” sepsis
codes A40.0 through A40.9 and A41.01
through A41.89 to the Infectious 1
comorbidity subgroup to align with current
coding practices including A41.9 sepsis
unspecified;

(4) Assign leukemia in relapse diagnosis
subgroup codes, C92.4X, C92.5X, C92.6X,
C92.AX to the Neoplasm 22 comorbidity
subgroup, consistent with similar leukemia
codes included in this comorbidity subgroup;

(5) Reassign the diagnosis subgroup
diabetes with mononeuropathy codes,
EXX.41, and the diagnosis subgroup diabetes
with autonomic (poly)neuropathy, EXX.43,
codes to the Neurological 10 comorbidity
subgroup, as neuropathy is a neurological

condition and the Neurological 10
comorbidity subgroup already contains
diabetic polyneuropathy codes;

(6) Review the Neurological 11
comorbidity subgroup for a potential error
since almost all the codes are related to
vision issues except for the neuropathy
diagnosis subgroup G62 codes. In addition,
the commenter noted other types of
hereditary and idiopathic neuropathy
diagnosis subgroup G60 codes and
inflammatory neuropathy diagnosis subgroup
G61 codes are not assigned to a comorbidity
subgroup when listed as a secondary
diagnosis. The commenter requested
reassigning the neuropathy diagnosis
subgroup codes G60, G61, and G62 to the
Neurological 10 comorbidity subgroup,
which currently includes diabetic
neuropathy;

(7) Assign rheumatic tricuspid valve
disease diagnosis codes 108 to the Heart 9
comorbidity subgroup to align with other
nonrheumatic valve disorders.

Response: We appreciate the
commenter’s review of these codes and
suggested reassignments. As we stated
in the CY 2020 final rule with comment
period (84 FR 60510), and as described
in the technical report “Overview of the
Home Health Groupings Model”,s the
home health-specific comorbidity list is
based on the principles of patient
assessment by body systems and their
associated diseases, conditions, and
injuries. We used this process to
develop categories of conditions that
identify clinically relevant relationships
associated with increased resource use.
We understand the magnitude of
clinical conditions and comorbidities,
and the interactions that exist between

5Overview of the Home Health Groupings Model.
November 18, 2016. https://downloads.cms.gov/
files/hhgm % 20technical % 20report% 20120516 %
20sxf.pdf.

them, in the Medicare home health
population; however, we remind
commenters that only those subgroups
of diagnoses that represent more than
0.1 percent of periods of care and that
have at least as high as the median
resource use will receive a low
comorbidity adjustment. We describe
this method for determining statistical
significance in the CY 2020 final rule
with comment period (84 FR 60510).
This is based on the knowledge that the
average number of comorbidities in the
aggregate becomes the standard within
that population for the purpose of
payment. However, because we still
expect HHAs to report all secondary
diagnoses that affect care planning,
there will be comorbidity subgroups
included in the home health-specific list
that don’t meet the criteria to receive an
adjustment.

We reviewed each of the requested
coding changes to determine if the
reassignment to a certain clinical group
or comorbidity subgroup was warranted.

1. Request for Dementia Codes To Be
Reassigned From the Behavioral Health
Clinical Group to the Neuro
Rehabilitation Clinical Group

We determined there are only two
dementia codes listed in the Behavioral
Health clinical group with a
Neurological 3 comorbidity subgroup;
both of which are unspecified dementia
codes. Because the commenter stated
that reclassifying the dementia codes to
a different clinical group would align
with the current comorbidity subgroup
Neurological 3, we expanded our review
to include all ICD-10 CM diagnosis
codes in the Neurological 3 comorbidity
subgroup. Table 6 lists these codes, their


https://downloads.cms.gov/files/hhgm%20technical%20report%20120516%20sxf.pdf
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description, their current assigned

TABLE 6: COMORBIDITY SUBGROUP NEUROLOGICAL_3 ICD-10 CM DIAGNOSIS

comorbidity subgroup.

clinical group, and current assigned

CODES

1CD-10-CM Code Code Description Clinical Group Name Comorbidity Subgroup

F02.80 Dementia in other diseases classified elsewhere N/A Neurological 3
without behavioral disturbance

F02.81 Dementia in other diseases classified elsewhere with N/A Neurological 3
behavioral disturbance

F03.90 Unspecified dementia without behavioral disturbance | Behavioral Health Neurological 3

F03.91 Unspecified dementia with behavioral disturbance Behavioral Health Neurological 3

Fo4 Amnestic disorder due to known physiological N/A Neurological 3
condition

FO5 Delirium due to known physiological condition N/A Neurological 3

F06.1 Catatonic disorder due to known physiological N/A Neurological 3
condition

F06.8 Other specified mental disorders due to known N/A Neurological 3
physiological condition

Our clinical advisors determined that
because the two dementia codes (F03.90
and F03.91) listed in the Behavioral
Health clinical group are unspecified
and the etiology is unknown, they are
clinically appropriate to be in the
Behavioral Health clinical group and
would not warrant a change in clinical
group assignment. Upon review of the
comorbidity subgroup codes in Table 6,

we determined that these codes are
more appropriate in a behavioral health
comorbidity subgroup. Additionally,
assigning these codes to the Behavioral
4 comorbidity subgroup does not result
in a change in the comorbidity
adjustment for these codes.

2. Request for Musculoskeletal Pain
Diagnosis Subgroup, M25.5X Codes To
Be Reassigned to Musculoskeletal Rehab
Clinical Group

We reviewed the ICD-10 CM
diagnoses codes M25.5XX indicating
musculoskeletal pain. Table 7 lists these
codes, their description, their current
assigned clinical group and current
assigned comorbidity subgroup.

TABLE 7: MUSCULOSKELETAL PAIN ICD-10 CM DIAGNOSIS CODES

ICD-10-CM Code Code Description Clinical Group Name Comorbidity Subgroup
M25.50 Pain in unspecified joint N/A No group
M25.511 Pain in right shoulder N/A Musculoskeletal 3
M25.512 Pain in left shoulder N/A Musculoskeletal 3
M25.519 Pain in unspecified shoulder N/A No group
M25.521 Pain in right elbow N/A Musculoskeletal 3
M25.522 Pain in left elbow N/A Musculoskeletal 3
M25.529 Pain in unspecified elbow N/A No group
M25.531 Pain in right wrist N/A Musculoskeletal 3
M25.532 Pain in left wrist N/A Musculoskeletal 3
M25.539 Pain in unspecified wrist N/A No group
M25.541 Pain in joints of right hand N/A Musculoskeletal 3
M25.542 Pain in joints of left hand N/A Musculoskeletal 3
M25.549 Pain in joints of unspecified hand N/A No group
M25.551 Pain in right hip N/A Musculoskeletal 3
M25.552 Pain in left hip N/A Musculoskeletal 3
M25.559 Pain in unspecified hip N/A No group
M25.561 Pain in right knee N/A Musculoskeletal 3
M25.562 Pain in left knee N/A Musculoskeletal 3
M25.569 Pain in unspecified knee N/A No group
M25.571 Pain in right ankle and joints of right foot N/A Musculoskeletal 3
M25.572 Pain in left ankle and joints of left foot N/A Musculoskeletal 3
M25.579 Pain in unspecified ankle and joints of unspecified foot N/A No group
M25.59 Pain in other specified joint N/A No group

Our clinical advisors reviewed the
ICD-10 CM diagnoses codes M25.5XX

for musculoskeletal pain and have
determined that these codes lack the

specificity to clearly support a rationale
for skilled services. In the CY 2019 HH
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PPS final rule with comment period (83
FR 56473), we stated that many of the
codes that indicate pain or contractures
as the primary diagnosis, for example
M54.5 (low back pain) or M62.422
(contracture of muscle, right hand),
although site specific, do not indicate
the cause of the pain or contracture. We
stated that we would expect a more
definitive diagnosis indicating the cause
of the pain or contracture, as the reason
for the skilled care, in order to
appropriately group the home health
period. While we believe that codes that

describe signs and symptoms (as
opposed to diagnoses) are not
appropriate as principal diagnosis codes
for grouping home health periods into
clinical groups, we recognize that pain
can significantly impact the patient’s
recovery and plan of care. Therefore,
when musculoskeletal pain with a
specific location is indicated as a
secondary diagnosis, we believe these
codes are appropriate to remain in the
Musculoskeletal 3 comorbidity
subgroup. We disagree with the
comment that the ICD-10 CM diagnoses

codes M25.5XX should be reassigned to
the MS-Rehab clinical group.

3. Request for Sepsis, Specified by
Organism Codes To Be Assigned to the
Infectious 1 Comorbidity Subgroup

We reviewed sepsis, specified by
organism, codes A40.0 through A40.9
and A41.01 through A41.89. Table 8
lists these codes, their description, their
current assigned clinical group, and
current assigned comorbidity subgroup.
BILLING CODE P



Federal Register/Vol. 86, No. 214/ Tuesday, November 9, 2021/Rules and Regulations

TABLE 8: SEPSIS SPECIFIED BY ORGANISM ICD-10 CM DIAGNOSIS CODES

ICD-10-CM Code

Code Description

Clinical Group Name

Comorbidity Subgroup

A40.0

Sepsis due to streptococcus, group A

MMTA - Infectious Disease,
Neoplasms, and Blood-
Forming Diseases

No Group

A40.1

Sepsis due to streptococcus, group B

MMTA - Infectious Disease,
Neoplasms, and Blood-
FForming Diseases

No Group

A40.3

Sepsis due to Streptococcus pneumoniae

MMTA - Infectious Disease,
Neoplasms, and Blood-
Forming Diseases

No Group

A40.8

Other streptococcal sepsis

MMTA - Infectious Disease,
Neoplasms, and Blood-
Forming Discases

No Group

A40.9

Streptococcal sepsis, unspecified

MMTA - Infectious Disease,
Neoplasms, and Blood-
Forming Diseases

No Group

A41.01

Sepsis due to Methicillin susceptible Staphylococcus
aureus

MMTA - Infectious Disease,
Neoplasms, and Blood-
Forming Diseases

No Group

A41.02

Sepsis due to Methicillin resistant Staphylococcus
aureus

MMTA - Infectious Disease,
Neoplasms, and Blood-
Forming Diseases

No Group

A41.1

Sepsis due to other specified staphylococcus

MMTA - Infectious Disease,
Neoplasms, and Blood-
Forming Diseases

No Group

A41.2

Sepsis due to unspecified staphylococcus

MMTA - Infectious Disease,
Neoplasms, and Blood-
Forming Diseases

No Group

A41.3

Sepsis due to Hemophilus influenzae

MMTA - Infectious Disease,
Neoplasms, and Blood-
Forming Diseases

No Group

A41.4

Sepsis due to anaerobes

MMTA - Infectious Disease,
Neoplasms, and Blood-
Forming Diseases

No Group

A41.50

Gram-negative sepsis, unspecified

MMTA — Infectious Disease,
Neoplasms, and Blood-
Forming Diseases

No Group

A41.51

Sepsis due to Escherichia coli [E. coli]

MMTA - Infectious Disease,
Neoplasms, and Blood-
Forming Diseases

No Group

A41.52

Sepsis due to Pseudomonas

MMTA - Infectious Disease,
Neoplasms, and Blood-
Forming Diseases

No Group

A41.53

Sepsis due to Serratia

MMTA - Infectious Disease,
Neoplasms, and Blood-
Forming Diseases

No Group

A41.59

Other Gram-negative sepsis

MMTA - Infectious Disease,
Neoplasms, and Blood-
Forming Diseases

No Group

A41.81

Sepsis due to Enterococcus

MMTA - Infectious Disease,
Neoplasms, and Blood-
Forming Diseases

No Group

A41.89

Other specified sepsis

MMTA - Infectious Discase,
Neoplasms, and Blood-
Forming Diseases

No Group

BILLING CODE C

Our clinical advisors reviewed the
ICD-10—-CM codes A40.0 through A40.9
and A41.01 through A41.89 and concur
that clinically these codes are
appropriate for inclusion in the
Infectious 1 comorbidity subgroup when
listed as a secondary diagnosis. We

remind readers that ICD-10 CM codes
A40.0 through A40.9 and A41.01
through A41.89 require the etiology
code to be coded as primary, when
applicable. When we reassigned the
codes listed in Table 8 to Infectious 1,
there was no change to the comorbidity

adjustment for these codes (for example,
no change in payment).
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5. Request for Leukemia in Relapse
Codes To Be Reassigned to the
Neoplasm 22 Comorbidity Subgroup
We reviewed the ICD—10 CM codes
indicating leukemia or histiocytosis

with no comorbidity subgroup when
listed as a secondary diagnosis. Table 9
lists these codes, their description, their
current assigned clinical group, and
current assigned comorbidity subgroup.

TABLE 9: LEUKEMIA AND HISTIOCYTOSIS ICD-10 CM DIAGNOSIS CODES

ICD-10-CM Code Code Description Clinical Group Name Comorbidity Subgroup

Acute myeloblastic leukemia, in | MMTA - Infectious Disease, Neoplasms, and

C92.02 relapse Blood-Forming Diseases No Group
Acute promyelocytic leukemia, MMTA - Infectious Disease, Neoplasms, and

C92.42 in relapse Blood-Forming Diseases No Group
Acute myelomonocytic MMTA - Infectious Disease, Neoplasms, and

C92.52 leukemia, in relapse Blood-Forming Diseases No Group
Acute myeloid leukemia with MMTA - Infectious Disease, Neoplasms, and

C92.62 11g23-abnormality in relapse Blood-Forming Diseases No Group
Acute myeloid leukemia w
multilineage dysplasia, in MMTA - Infectious Disease, Neoplasms, and

C92.A2 relapse Blood-Forming Diseases No Group
Acute panmyelosis w
myelofibrosis not achieve MMTA - Infectious Disease, Neoplasms, and

C94.40 remission Blood-Forming Diseases No Group
Acute panmyelosis with MMTA - Infectious Disease, Neoplasms, and

C94.41 myelofibrosis, in remission Blood-Forming Diseases No Group
Acute panmyelosis with MMTA - Infectious Disease, Neoplasms, and

C94.42 myelofibrosis, in relapse Blood-Forming Diseases No Group
Myelodysplastic disease, not MMTA - Infectious Disease, Neoplasms, and

C94.6 classified Blood-Forming Diseases No Group
Multifocal and unisystemic MMTA - Infectious Disease, Neoplasms, and

C96.5 Langerhans-cell histiocytosis Blood-Forming Diseases No Group
Unifocal Langerhans-cell MMTA - Infectious Disease, Neoplasms, and

C96.6 histiocytosis Blood-Forming Diseases No Group

Our clinical advisors reviewed the
leukemia and histiocytosis codes listed
in Table 9 and concur that these codes
are appropriate for inclusion in the
Neoplasm 22 comorbidity subgroup
when listed as a secondary diagnosis
code. When we reassigned the codes
listed in Table 9 to Neoplasm 22, there
was no change to the comorbidity

adjustment for these codes (for example,
no change in payment).

5. Request for Subgroup of Diabetes

With Mononeuropathy and Autonomic
(Poly) Neuropathy Be Reassigned to the
Neurological 10 Comorbidity Subgroup

We reviewed the ICD-10 CM
diagnosis codes, diabetes with

mononeuropathy, EXX.41, and diabetes
with autonomic (poly)neuropathy,
EXX.43. Table 10 lists these codes, their
description, their current assigned
clinical group, and current assigned
comorbidity subgroup.
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TABLE 10: DIABETES WITH MONONEUROPATHY OR AUTONOMIC

(POLY)NEUROPATHY ICD-10 CM DIAGNOSIS CODES

ICD-10-CM Code Code Description Clinical Group Name Comorbidity Subgroup
Diabetes mellitus due to underlying condition with diabetic

E08.41 mononeuropathy N/A Endocrine 2
Diabetes mellitus due to underlying condition with diabetic

E£08.43 autonomic (poly)neuropathy N/A Endocrine 2
Drug or chemical induced diabetes mellitus with neurological

E09.41 complications with diabetic mononeuropathy MMTA — Endocrine Endocrine 2
Drug or chemical induced diabetes mellitus with neurological

E09.43 complications with diabetic autonomic (poly)neuropathy MMTA — Endocrine Endocrine 2

E10.41 Type 1 diabetes mellitus with diabetic mononeuropathy MMTA — Endocrine Endocrine 3
Type 1 diabetes mellitus with diabetic autonomic

E10.43 (poly)neuropathy MMTA — Endocrine Endocrine 3

El11.41 Type 2 diabetes mellitus with diabetic mononeuropathy MMTA — Endocrine Endocrine 3
Type 2 diabetes mellitus with diabetic autonomic

E11.43 (poly)neuropathy MMTA — Endocrine Endocrine 3
Other specified diabetes mellitus with diabetic

E13.41 mononeuropathy MMTA — Endocrine Endocrine 3
Other specified diabetes mellitus with diabetic autonomic

E13.43 (poly)neuropathy MMTA — Endocrine Endocrine 3

Our clinical advisors first reviewed all
of the current ICD—-10 CM diagnoses
currently listed in the Neurological 10
comorbidity subgroup. We determined
that all of the codes listed in the
Neurological 10 comorbidity subgroup
are specific to diabetic unspecified
neuropathy or diabetic polyneuropathy.
The ICD-10 CM diagnosis codes
EXX.41, diabetes with mononeuropathy,
are different from diabetes with
unspecified neuropathy or diabetic
polyneuropathy in terms of clinical
effects on the body system as a whole.
Therefore, we disagree that the ICD-10
CM diagnosis codes EXX.41 should be
reassigned to the Neurological 10
comorbidity subgroup. However, our
clinical advisors agree that ICD-10 CM
diagnosis subgroup EXX.43, diabetes
with autonomic (poly)neuropathy,

should be reassigned to the Neurological
10 comorbidity subgroup. The
Endocrine 2 and Endocrine 3
comorbidity subgroups currently receive
no comorbidity adjustment; whereas the
Neurological 10 comorbidity subgroup
currently receives a low comorbidity
adjustment. Reassignment of the ICD-10
CM diagnosis subgroup EXX.43,
diabetes with autonomic
(poly)neuropathy, to Neurological 10
results in these codes receiving a low
comorbidity adjustment when listed as

a secondary diagnosis.

6. Request for Neuropathy Diagnosis
Subgroup G60, G61, and G62 Codes To
Be Reassigned to the Neurological 10
Comorbidity Subgroup

We reviewed the Neurological 11
comorbidity subgroup and concur with

the commenter that almost all of the
ICD-10 CM diagnosis codes listed are
primarily related to eye diseases and
disorders (for example, retinopathy and
macular degeneration). As the
commenter also noted that there are
other types of hereditary, idiopathic,
and inflammatory neuropathies with no
neurological comorbidity subgroup
assigned, we reviewed the diagnosis
subgroup G codes indicating a specified
neuropathy (mono or poly) or
unspecified polyneuropathy. Table 11
lists these codes, their description, their
current assigned clinical group, and
comorbidity subgroup.
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TABLE 10: OTHER SPECIFIED NEUROPATHY (MONO OR POLY) OR
UNSPECIFIED POLYNEUROPATHY ICD-10 CM DIAGNOSIS CODES

ICD-10-CM Code Code Description Clinical Group Name Comorbidity Subgroup
G13.0 Paraneoplastic neuromyopathy and neuropathy N/A No Group
G58.0 Intercostal neuropathy N/A No Group
G60.0 Hereditary motor and sensory neuropathy Neurological Rehab No Group
G60.2 Neuropathy in association with hereditary ataxia Neurological Rehab No Group
G60.3 Idiopathic progressive neuropathy Neurological Rehab No Group
G60.8 Other hereditary and idiopathic neuropathies Neurological Rehab No Group
G60.9 Hereditary and idiopathic neuropathy, unspecified Neurological Rehab No Group
Gol.1 Serum neuropathy Neurological Rehab No Group
G61.82 Multifocal motor neuropathy Neurological Rehab No Group
G62.0 Drug-induced polyneuropathy Neurological Rehab Neurological 11
G62.1 Alcoholic polyneuropathy Neurological Rehab Neurological 11
G62.2 Polyneuropathy due to other toxic agents N/A Neurological 11
G62.81 Critical illness polyneuropathy Neurological Rehab Neurological 11
G62.82 Radiation-induced polyneuropathy Neurological Rehab Neurological 11
G62.89 Other specified polyneuropathies Neurological Rehab Neurological 11
G62.9 Polyneuropathy, unspecified N/A Neurological 11
G90.09 Other idiopathic peripheral autonomic neuropathy Neurological Rehab No Group
G99.0 Autonomic neuropathy in diseases classified elsewhere N/A No Group

We determined that all of the codes
listed in the Neurological 10
comorbidity subgroup are specific to
diabetic unspecified neuropathy or
diabetic polyneuropathy and therefore
disagree that the neuropathy diagnosis
subgroup G60, G61, and G62 codes
should be reassigned. Our clinical
advisors reviewed all the current
neurological comorbidity subgroups and
determined that the Neurological 11

comorbidity subgroup clinically
remains the most appropriate
comorbidity subgroup for codes G60,
G61, and G62. However, we may
consider additional neurological
comorbidity subgroups in the future
and, if appropriate, will reassign ICD-10
CM diagnosis codes if needed.

7. Request for Rheumatic Tricuspid
Valve Disease Diagnoses Subgroup,
108.— Codes To Be Assigned to the Heart
9 Comorbidity Subgroup

We reviewed the ICD-10 CM
diagnosis subgroup 108.X, related to
rheumatic disorders involving valves.
Table 12 lists these codes, their
description, their current assigned
clinical group, and comorbidity
subgroup.

TABLE 12: RHEUMATIC DISORDERS ICD-10 CM DIAGNOSIS CODES

ICD-10-CM Code Code Description Clinical Group Name Comorbidity Subgroup

MMTA - Cardiac and

108.0 Rheumatic disorders of both mitral and aortic valves Circulatory No Group
MMTA - Cardiac and

108.1 Rheumatic disorders of both mitral and tricuspid valves Circulatory No Group
MMTA - Cardiac and

108.2 Rheumatic disorders of both aortic and tricuspid valves Circulatory No Group
Combined rheumatic disorders of mitral, aortic and tricuspid | MMTA - Cardiac and

108.3 valves Circulatory No Group
MMTA - Cardiac and

108.8 Other rheumatic multiple valve diseases Circulatory No Group
MMTA - Cardiac and

108.9 Rheumatic multiple valve disease, unspecified Circulatory No Group

Our clinical advisors agree that these
codes are clinically appropriate for
inclusion in the Heart 9 comorbidity
subgroup when listed as a secondary
diagnosis. When we reassigned the
codes listed in Table 12 to Heart 9, there
was no change to the comorbidity
adjustment for these codes (for example,
no change in payment).

Final Decision: After reviewing the
requested diseases and disorders for a
clinical group or comorbidity subgroup
reassignment, we are finalizing the
reassignments of the following ICD-10
CM diagnosis codes: The ICD-10 CM
diagnosis codes in the Neurological 3
comorbidity subgroup will be
reassigned to the Behavioral 4
comorbidity subgroup; Sepsis, specified

by organism, ICD-10 CM codes A40.0
through A40.9 and A41.01 through
A41.89 will be assigned to the Infectious
1 comorbidity subgroup (note that while
these codes will now be a part of the
Infectious 1 comorbidity subgroup, we
remind stakeholders that category A40
“streptococcal sepsis” and category A41
“other sepsis’” have a code first note. If
both the principal and secondary
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diagnoses are from category A40 and
A41, there will not be a comorbidity
adjustment, as both are listed from the
same diagnosis subchapter); Leukemia
in relapse and histiocytosis ICD-10 CM
diagnosis codes will be assigned to the
Neoplasm 22 comorbidity subgroup;

The EXX.43 ICD-10 CM diagnosis codes
will be reassigned to the Neurological
10 comorbidity subgroup; The 108.X
ICD-10 CM diagnosis codes will be
assigned to the Heart 9 comorbidity
subgroup. Table 13 in this section of the
rule shows the final ICD-10 CM

diagnosis code comorbidity subgroup
reassignments. We did not reassign any
clinical group for any ICD-10 CM
diagnosis code. The final CY 2022
Clinical Group and Comorbidity
Adjustment Diagnosis List is posted on
the HHA Center webpage.®

TABLE 13: FINAL ICD-10 CM DIAGNOSIS CODES COMORBIDITY SUBGROUP

REASSIGNMENTS

ICD-10-CM Codes

Current “Old” Comorbidity Subgroup

Reassigned “Final” Comorbidity Subgroup

F02.80, F02.81,F03.90, F03.91,
F04, F05, F06.1, F06.8

Neurological 3

Behavioral 4

A40.0, A40.1, A40.3, A40.8, A40.9 No Group Infectious 1

A41.01 through A41.53. A41.59, A41.81, A41.89

(€92.02, C92.42, C92.52, C92.62, C92.A2, C94.40 No Group Neoplasm 22

through C94.42, C94.6, C96.5, C96.6

E08.41, E09.41 Endocrine 2 Endocrine 2 (no change)
E08.43, E09.43 Endocrine 2 Neurological 10

E£10.41, E11.41, E13.41

Endocrine 3

Endocrine 3 (no change)

E10.43, E11.43, E13.43

Endocrine 3

Neurological 10

G60, G61. and G62 subgroups

Neurological 11

Neurological 11 (no change)

108.0 through 108.3, 108.8, 108.9

No Group

Heart 9

M25.50, M25.519, M25.529, M25.539, M25.549,
M25.559, M25.569, M25.579, M25.59

No Group

No Group (no change)

M25.511, M25.512, M25.521, M25.522, M25.531,
M25.532, M25.541, M25.542, M25.551, M25.552,
M25.561, M25.562, M25.571, M25.572

Musculoskeletal 3

Musculoskeletal 3 (no change)

d. CY 2022 PDGM Case-Mix Weights

As finalized in the CY 2019 HH PPS
final rule with comment period (83 FR
56502), the PDGM places patients into
meaningful payment categories based on
patient and other characteristics, such
as timing, admission source, clinical
grouping using the reported principal
diagnosis, functional impairment level,
and comorbid conditions. The PDGM
case-mix methodology results in 432
unique case-mix groups called home
health resource groups (HHRGS). In the
CY 2019 HH PPS final rule with
comment period (83 FR 56515), we
finalized a policy to annually recalibrate
the PDGM case-mix weights using a
fixed effects model with the most recent
and complete utilization data available
at the time of annual rulemaking.
Annual recalibration of the PDGM case-
mix weights ensures that the case-mix
weights reflect, as accurately as
possible, current home health resource
use and changes in utilization patterns.
To generate the proposed recalibrated
CY 2022 case-mix weights, we used CY
2020 home health claims data with
linked OASIS data (as of March 30,
2021). To generate the final recalibrated
CY 2022 case-mix weights, we used CY
2020 home health claims data with
linked OASIS data (as of July 12, 2021).

6 HHA Center webpage: https://www.cms.gov/
Center/Provider-Type/Home-Health-Agency-HHA-
Center.

These data are the most current and
complete data available at this time. The
tables later in this section have been
revised to reflect the results using the
updated data.

In the CY 2022 HH PPS proposed rule
(86 FR 35874), we stated that we believe
that recalibrating the case-mix weights
using data from CY 2020 would be more
reflective of PDGM utilization and
patient resource use than case-mix
weights that were set using simulated
claims data of 60-day episodes grouped
under the old system. Using data from
CY 2020 would begin to shift case-mix
weights derived from data with 60-day
episodes grouped under the old system
to data from actual 30-day periods
under the PDGM.

The claims data provide visit-level
data and data on whether NRS was
provided during the period and the total
charges of NRS. We determine the case-
mix weight for each of the 432 different
PDGM payment groups by regressing
resource use on a series of indicator
variables for each of the categories using
a fixed effects model as described in the
following steps:

Step 1: Estimate a regression model to
assign a functional impairment level to
each 30-day period. The regression
model estimates the relationship
between a 30-day period’s resource use

and the functional status and risk of
hospitalization items included in the
PDGM, which are obtained from certain
OASIS items. We refer readers to Table
13 for further information on the OASIS
items used for the functional
impairment level under the PDGM. We
measure resource use with the cost-per-
minute + NRS approach that uses
information from 2019 home health cost
reports. We use 2019 home health cost
report data because it is the most
complete data available at the time of
rulemaking. Other variables in the
regression model include the 30-day
period’s admission source, clinical
group, and 30-day period timing. We
also include HHA level fixed effects in
the regression model. After estimating
the regression model using 30-day
periods, we divide the coefficients that
correspond to the functional status and
risk of hospitalization items by 10 and
round to the nearest whole number.
Those rounded numbers are used to
compute a functional score for each 30-
day period by summing together the
rounded numbers for the functional
status and risk of hospitalization items
that are applicable to each 30-day
period. Next, each 30-day period is
assigned to a functional impairment
level (low, medium, or high) depending


https://www.cms.gov/Center/Provider-Type/Home-Health-Agency-HHA-Center
https://www.cms.gov/Center/Provider-Type/Home-Health-Agency-HHA-Center
https://www.cms.gov/Center/Provider-Type/Home-Health-Agency-HHA-Center
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on the 30-day period’s total functional
score. Each clinical group has a separate
set of functional thresholds used to
assign 30-day periods into a low,
medium or high functional impairment
level. We set those thresholds so that we
assign roughly a third of 30-day periods
within each clinical group to each
functional impairment level (low,
medium, or high).

Step 2: A second regression model
estimates the relationship between a 30-
day period’s resource use and indicator
variables for the presence of any of the
comorbidities and comorbidity
interactions that were originally
examined for inclusion in the PDGM.
Like the first regression model, this
model also includes home health agency
level fixed effects and includes control
variables for each 30-day period’s
admission source, clinical group,

timing, and functional impairment
level. After we estimate the model, we
assign comorbidities to the low
comorbidity adjustment if any
comorbidities have a coefficient that is
statistically significant (p-value of 0.05
or less) and which have a coefficient
that is larger than the 50th percentile of
positive and statistically significant
comorbidity coefficients. If two
comorbidities in the model and their
interaction term have coefficients that
sum together to exceed $150 and the
interaction term is statistically
significant (p-value of 0.05 or less), we
assign the two comorbidities together to
the high comorbidity adjustment.

Step 3: Hold the LUPA thresholds at
their current thresholds as described
previously in the proposed rule.

Step 4: Take all non-LUPA 30-day
periods and regress resource use on the
30-day period’s clinical group,

admission source category, episode
timing category, functional impairment
level, and comorbidity adjustment
category. The regression includes fixed
effects at the level of the home health
agency. After we estimate the model, the
model coefficients are used to predict
each 30-day period’s resource use. To
create the case-mix weight for each 30-
day period, the predicted resource use
is divided by the overall resource use of
the 30-day periods used to estimate the
regression.

The case-mix weight is then used to
adjust the base payment rate to
determine each 30-day period’s
payment. Table 14 shows the
coefficients of the payment regression
used to generate the weights, and the
coefficients divided by average resource
use.

BILLING CODE P
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TABLE 14: COEFFICIENT OF PAYMENT REGRESSION AND COEFFICIENT
DIVIDED BY AVERAGE RESOURCE USE
(LUPA THRESHOLDS HELD)

Percentage of

Variable Coefficient SQ-Day Coefficient Divided by Average
Periods for Resource Use
this Model

Clinical Group and Functional Impairment Level (MMTA - Other - Low is excluded)

MMTA - Other - Medium Functional $168.35 1.1% 0.1169
MMTA - Other - High Functional $323.27 0.9% 0.2245
MMTA - Surgical Aftercare - Low Functional -$88.46 1.2% -0.0614
MMTA - Surgical Aftercare - Medium Functional $133.25 1.2% 0.0925
MMTA - Surgical Aftercare - High Functional $369.37 1.1% 0.2565
ll\?/:ll\::t‘;zi;afardiac and Circulatory - Low -$52.38 6.4% -0.0364
ru,\::;:,;a?ardmc and Circulatory - Medium $122.40 6.4% 0.0850
ll\?/:ll\::t‘:);a(liardiac and Circulatory - High $282.64 6.5% 0.1963
MMTA - Endocrine - Low Functional $279.06 2.4% 0.1938
MMTA - Endocrine - Medium Functional $448.54 2.4% 0.3115
MMTA - Endocrine - High Functional $554.37 2.4% 0.3850
Genitourinary system - Low Functonai 7808 8% 00542
I(\}/Iel\:gtﬁlrif::;rs;:tlef];/::z?z:na;ﬂnctional $122.71 1.3% 0.0852
Blood-Forming Disenses - Low Punctonal $51.16 16% 00355
un|
MMTA - Respiratory - Low Functional -$44.10 3.3% -0.0306
MMTA - Respiratory - Medium Functional $121.07 2.0% 0.0841
MMTA - Respiratory - High Functional $275.31 2.5% 0.1912
Behavioral Health - Low Functional -$123.45 0.8% -0.0857
Behavioral Health - Medium Functional $98.91 0.8% 0.0687
Behavioral Health - High Functional $230.10 0.7% 0.1598
Complex - Low Functional -$111.18 1.2% -0.0772
Complex - Medium Functional $91.71 0.9% 0.0637
Complex - High Functional $48.10 1.0% 0.0334
MS Rehab - Low Functional $99.47 6.5% 0.0691

MS Rehab - Medium Functional $247.69 6.9% 0.1720
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MS Rehab - High Functional $480.42 6.1% 0.3336
Neuro - Low Functional $255.82 3.5% 0.1776
Neuro - Medium Functional $446.01 3.5% 0.3097
Neuro - High Functional $625.61 3.5% 0.4344
Wound - Low Functional $423.16 5.6% 0.2938
Wound - Medium Functional $594.79 4.0% 0.4130
Wound - High Functional $774.05 4.7% 0.5375
Admission Source with Timing (Community Early is excluded)
Community - Late -$566.96 62.8% -0.3937
Institutional - Early $306.83 19.5% 0.2131
Institutional - Late $171.47 6.1% 0.1191
Comorbidity Adjustment (No Comorbidity Adjustment - is excluded)

Comorbidity Adjustment - Has at least one
comorbidity from comorbidity list, no interaction $92.66 48.8% 0.0643
from interaction list
™ ™ sios | um
Constant $1,368.54
Average Resource Use $1.440.10
Number of 30-day Periods 7,590,683

0.3290

Adjusted R Squared

Source: CY 2020 Home Health Claims Data, Periods that begin and end in CY 2020 accessed on the CCW July 12, 2021.

The case-mix weights finalized for CY
2022 are listed in Table 15 and is posted
on the HHA Center webpage.”?

7HHA Center Webpage: https://www.cms.gov/
Center/Provider-Type/Home-Health-Agency-HHA-

Center.



https://www.cms.gov/Center/Provider-Type/Home-Health-Agency-HHA-Center
https://www.cms.gov/Center/Provider-Type/Home-Health-Agency-HHA-Center
https://www.cms.gov/Center/Provider-Type/Home-Health-Agency-HHA-Center
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TABLE 15—CASE-MIX WEIGHTS FOR EACH HHRG PAYMENT GROUP
y | _ Coportiti | wiat | Tirstold
HIPPS Clinical Grmip and Functional Admlssmp S.ource and (0 = none, 1= single Reca‘llbrated (LUPAs p?ve
evel Timing comorbidity, Weight for fewer visits
2 = interaction) 2022 than the

threshold)
1FC11 | Behavioral Health - High Early - Community 0 1.1101 4
1FC21 | Behavioral Health - High Early - Community 1 1.1744 4
1FC31 | Behavioral Health - High Early - Community 2 1.3297 4
2FC11 | Behavioral Health - High Early - Institutional 0 1.3232 4
2FC21 | Behavioral Health - High Early - Institutional 1 1.3875 4
2FC31 | Behavioral Health - High Early - Institutional 2 1.5428 4
3FC11 | Behavioral Health - High Late - Community 0 0.7164 2
3FC21 | Behavioral Health - High Late - Community 1 0.7807 2
3FC31 | Behavioral Health - High Late - Community 2 0.9360 3
4FC11 | Behavioral Health - High Late - Institutional 0 1.2292 3
4FC21 | Behavioral Health - High Late - Institutional 1 1.2935 3
4FC31 | Behavioral Health - High Late - Institutional 2 1.4488 3
1FA11 | Behavioral Health - Low Early - Community 0 0.8646 3
1FA21 | Behavioral Health - Low Early - Community 1 0.9289 4
1FA31 | Behavioral Health - Low Early - Community 2 1.0842 3
2FA11 | Behavioral Health - Low Early - Institutional 0 1.0777 3
2FA21 | Behavioral Health - Low Early - Institutional 1 1.1420 3
2FA31 | Behavioral Health - Low Early - Institutional 2 1.2973 3
3FA11 | Behavioral Health - Low Late - Community 0 0.4709 2
3FA21 | Behavioral Health - Low Late - Community 1 0.5352 2
3FA31 | Behavioral Health - Low Late - Community 2 0.6905 2
4FA11 | Behavioral Health - Low Late - Institutional 0 0.9837 2
4FA21 | Behavioral Health - Low Late - Institutional 1 1.0480 2
4FA31 | Behavioral Health - Low Late - Institutional 2 1.2033 2
1FB11 | Behavioral Health - Medium Early - Community 0 1.0190 4
1FB21 | Behavioral Health - Medium Early - Community 1 1.0833 4
1FB31 | Behavioral Health - Medium Early - Community 2 1.2386 5
2FB11 | Behavioral Health - Medium Early - Institutional 0 1.2321 4
2FB21 | Behavioral Health - Medium Early - Institutional 1 1.2964 4
2FB31 | Behavioral Health - Medium Early - Institutional 2 1.4517 3
3FBI11 Behavioral Health - Medium Late - Community 0 0.6253 2
3FB21 | Behavioral Health - Medium Late - Community 1 0.6896 2
3FB31 | Behavioral Health - Medium Late - Community 2 0.8449 2
4FB11 | Behavioral Health - Medium Late - Institutional 0 1.1381 3
4FB21 | Behavioral Health - Medium Late - Institutional 1 1.2024 3
4FB31 | Behavioral Health - Medium Late - Institutional 2 1.3577 3
IDC11 | Complex - High Early - Community 0 0.9837 3
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y . . oot | vt | T
HIPPS Clinical Grmip anld Functional Admlssli}p S.ource and (0 = none, 1 = single R\;}cgllﬁ:&;‘ted (];UPAS .hfltve
eve iming comorbidity, eight for ewer visits
2 = interaction) 2022 than the

threshold)
1DC21 | Complex - High Early - Community 1 1.0481 2
1DC31 | Complex - High Early - Community 2 1.2033 2
2DC11 | Complex - High Early - Institutional 0 1.1968 4
2DC21 | Complex - High Early - Institutional 1 1.2611 4
2DC31 | Complex - High Early - Institutional 2 1.4164 4
3DCI1 | Complex - High Late - Community 0 0.5900 2
3DC21 | Complex - High Late - Community 1 0.6544 2
3DC31 | Complex - High Late - Community 2 0.8096 2
4DC11 | Complex - High Late - Institutional 0 1.1028 3
4DC21 | Complex - High Late - Institutional 1 1.1671 3
4DC31 | Complex - High Late - Institutional 2 1.3224 3
1DA11 | Complex - Low Early - Community 0 0.8731 3
1DA21 | Complex - Low Early - Community 1 0.9374 3
1DA31 | Complex - Low Early - Community 2 1.0927 2
2DA11 | Complex - Low Early - Institutional 0 1.0862 3
2DA21 | Complex - Low Early - Institutional 1 1.1505 3
2DA31 | Complex - Low Early - Institutional 2 1.3058 3
3DAIT1 | Complex - Low Late - Community 0 0.4794 2
3DA21 | Complex - Low Late - Community 1 0.5438 2
3DA31 | Complex - Low Late - Community 2 0.6990 2
4DA11 | Complex - Low Late - Institutional 0 0.9922 2
4DA21 | Complex - Low Late - Institutional 1 1.0565 2
4DA31 | Complex - Low Late - Institutional 2 1.2118 2
1DB11 | Complex - Medium Early - Community 0 1.0140 3
1DB21 | Complex - Medium Early - Community 1 1.0783 3
1DB31 | Complex - Medium Early - Community 2 1.2336 2
2DB11 | Complex - Medium Early - Institutional 0 1.2271 4
2DB21 | Complex - Medium Early - Institutional 1 1.2914 4
2DB31 | Complex - Medium Early - Institutional 2 1.4467 4
3DB11 | Complex - Medium Late - Community 0 0.6203 2
3DB21 | Complex - Medium Late - Community 1 0.6846 2
3DB31 | Complex - Medium Late - Community 2 0.8399 2
4DB11 | Complex - Medium Late - Institutional 0 1.1331 3
4DB21 | Complex - Medium Late - Institutional 1 1.1974 3
4DB31 | Complex - Medium Late - Institutional 2 1.3527 3
1HC11 | MMTA - Cardiac - High Early - Community 0 1.1466 5
1HC21 | MMTA - Cardiac - High Early - Community 1 1.2109 5
1HC31 | MMTA - Cardiac - High Early - Community 2 1.3662 4
2HC11 | MMTA - Cardiac - High Early - Institutional 0 1.3596 4
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y . . oot | vt | T
HIPPS Clinical Grmip anld Functional Admlssli}p S.ource and (0 = none, 1 = single R\;}cgllﬁ:&;‘ted (];UPAS .hfltve
eve iming comorbidity, eight for ewer visits
2 = interaction) 2022 than the

threshold)
2HC21 | MMTA - Cardiac - High Early - Institutional 1 1.4240 4
2HC31 | MMTA - Cardiac - High Early - Institutional 2 1.5793 5
3HC11 | MMTA - Cardiac - High Late - Community 0 0.7529 2
3HC21 | MMTA - Cardiac - High Late - Community 1 0.8172 2
3HC31 | MMTA - Cardiac - High Late - Community 2 0.9725 3
4HC11 | MMTA - Cardiac - High Late - Institutional 0 1.2656 4
4HC21 | MMTA - Cardiac - High Late - Institutional 1 1.3300 3
4HC31 | MMTA - Cardiac - High Late - Institutional 2 1.4853 4
1HA1l | MMTA - Cardiac - Low Early - Community 0 0.9139 4
1HA21 | MMTA - Cardiac - Low Early - Community 1 0.9783 4
1HA31 | MMTA - Cardiac - Low Early - Community 2 1.1336 4
2HA1l | MMTA - Cardiac - Low Early - Institutional 0 1.1270 4
2HA21 | MMTA - Cardiac - Low Early - Institutional 1 1.1913 4
2HA31 | MMTA - Cardiac - Low Early - Institutional 2 1.3466 4
3HA1l | MMTA - Cardiac - Low Late - Community 0 0.5202 2
3HA21 | MMTA - Cardiac - Low Late - Community 1 0.5846 2
3HA31 | MMTA - Cardiac - Low Late - Community 2 0.7399 2
4HA11 | MMTA - Cardiac - Low Late - Institutional 0 1.0330 3
4HA21 | MMTA - Cardiac - Low Late - Institutional 1 1.0974 3
4HA31 | MMTA - Cardiac - Low Late - Institutional 2 1.2526 3
1HB11 | MMTA - Cardiac - Medium Early - Community 0 1.0353 5
1HB21 | MMTA - Cardiac - Medium Early - Community 1 1.0996 5
1HB31 | MMTA - Cardiac - Medium Early - Community 2 1.2549 5
2HB11 | MMTA - Cardiac - Medium Early - Institutional 0 1.2484 5
2HB21 | MMTA - Cardiac - Medium Early - Institutional 1 1.3127 4
2HB31 | MMTA - Cardiac - Medium Early - Institutional 2 1.4680 5
3HBI1 | MMTA - Cardiac - Medium Late - Community 0 0.6416 2
3HB21 | MMTA - Cardiac - Medium Late - Community 1 0.7059 2
3HB31 | MMTA - Cardiac - Medium Late - Community 2 0.8612 3
4HB11 | MMTA - Cardiac - Medium Late - Institutional 0 1.1544 3
4HB21 | MMTA - Cardiac - Medium Late - Institutional 1 1.2187 3
4HB31 | MMTA - Cardiac - Medium Late - Institutional 2 1.3740 4
11C11 MMTA - Endocrine - High Early - Community 0 1.3353 5
11C21 MMTA - Endocrine - High Early - Community 1 1.3996 5
11C31 MMTA - Endocrine - High Early - Community 2 1.5549 5
2IC11 MMTA - Endocrine - High Early - Institutional 0 1.5483 4
21C21 MMTA - Endocrine - High Early - Institutional 1 1.6127 4
21C31 MMTA - Endocrine - High Early - Institutional 2 1.7680 4
3IC11 MMTA - Endocrine - High Late - Community 0 0.9416 3
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y . . oot | vt | T
HIPPS Clinical Grmip anld Functional Admlssli}p S.ource and (0 = none, 1 = single R\;}cgllﬁ:&;‘ted (];UPAS .hfltve
eve iming comorbidity, eight for ewer visits
2 = interaction) 2022 than the

threshold)
31C21 MMTA - Endocrine - High Late - Community 1 1.0059 3
31C31 MMTA - Endocrine - High Late - Community 2 1.1612 3
41C11 MMTA - Endocrine - High Late - Institutional 0 1.4543 4
41C21 MMTA - Endocrine - High Late - Institutional 1 1.5187 3
41C31 MMTA - Endocrine - High Late - Institutional 2 1.6740 3
1IAT1 MMTA - Endocrine - Low Early - Community 0 1.1441 4
11A21 | MMTA - Endocrine - Low Early - Community 1 1.2084 4
11A31 MMTA - Endocrine - Low Early - Community 2 1.3637 4
21A11 MMTA - Endocrine - Low Early - Institutional 0 1.3572 3
21A21 | MMTA - Endocrine - Low Early - Institutional 1 1.4215 3
21A31 MMTA - Endocrine - Low Early - Institutional 2 1.5768 4
31IA11 MMTA - Endocrine - Low Late - Community 0 0.7504 2
31A21 MMTA - Endocrine - Low Late - Community 1 0.8147 2
31A31 MMTA - Endocrine - Low Late - Community 2 0.9700 3
41A11 MMTA - Endocrine - Low Late - Institutional 0 1.2632 3
41A21 MMTA - Endocrine - Low Late - Institutional 1 1.3275 3
41A31 | MMTA - Endocrine - Low Late - Institutional 2 1.4828 3
11BI11 MMTA - Endocrine - Medium Early - Community 0 1.2618 5
11B21 MMTA - Endocrine - Medium Early - Community 1 1.3261 5
11B31 MMTA - Endocrine - Medium Early - Community 2 1.4814 4
21B11 MMTA - Endocrine - Medium Early - Institutional 0 1.4748 5
21B21 MMTA - Endocrine - Medium Early - Institutional 1 1.5392 4
21B31 MMTA - Endocrine - Medium Early - Institutional 2 1.6945 5
31B11 MMTA - Endocrine - Medium Late - Community 0 0.8681 3
31B21 MMTA - Endocrine - Medium Late - Community 1 0.9324 3
3IB31 MMTA - Endocrine - Medium Late - Community 2 1.0877 3
41B11 | MMTA - Endocrine - Medium Late - Institutional 0 1.3808 3
41B21 MMTA - Endocrine - Medium Late - Institutional 1 1.4452 3
41B31 MMTA - Endocrine - Medium Late - Institutional 2 1.6005 4
1JC11 | MMTA - GI/GU - High Early - Community 0 1.1264 4
1JC21 | MMTA - GI/GU - High Early - Community 1 1.1908 3
1JC31 | MMTA - GI/GU - High Early - Community 2 1.3461 3
2JC11 MMTA - GI/GU - High Early - Institutional 0 1.3395 4
2JC21 | MMTA - GI/GU - High Early - Institutional 1 1.4038 4
2JC31 MMTA - GI/GU - High Early - Institutional 2 1.5591 4
3JC11 MMTA - GI/GU - High Late - Community 0 0.7327 2
3JC21 | MMTA - GI/GU - High Late - Community 1 0.7971 2
3JC31 | MMTA - GI/GU - High Late - Community 2 0.9524 2
4JC11 MMTA - GI/GU - High Late - Institutional 0 1.2455 3
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y . . oot | vt | T
HIPPS Clinical Grmip anld Functional Admlssli}p S.ource and (0 = none, 1 = single R\;}cgllﬁ:&;‘ted (];UPAS .hfltve
eve iming comorbidity, eight for ewer visits
2 = interaction) 2022 than the

threshold)
4JC21 MMTA - GI/GU - High Late - Institutional 1 1.3098 3
4JC31 MMTA - GI/GU - High Late - Institutional 2 1.4651 4
1JA11 | MMTA - GI/GU - Low Early - Community 0 0.8961 3
1JA21 | MMTA - GI/GU - Low Early - Community 1 0.9604 3
1JA31 MMTA - GI/GU - Low Early - Community 2 1.1157 3
2JA11 | MMTA - GI/GU - Low Early - Institutional 0 1.1092 3
2JA21 | MMTA - GI/GU - Low Early - Institutional 1 1.1735 3
2JA31 | MMTA - GI/GU - Low Early - Institutional 2 1.3288 4
3JA11 MMTA - GI/GU - Low Late - Community 0 0.5024 2
3JA21 | MMTA - GI/GU - Low Late - Community 1 0.5667 2
3JA31 | MMTA - GI/GU - Low Late - Community 2 0.7220 2
4JA11 | MMTA - GI/GU - Low Late - Institutional 0 1.0152 3
4JA21 | MMTA - GI/GU - Low Late - Institutional 1 1.0795 3
4JA31 | MMTA - GI/GU - Low Late - Institutional 2 1.2348 3
1JB11 | MMTA - GI/GU - Medium Early - Community 0 1.0355 4
1JB21 MMTA - GI/GU - Medium Early - Community 1 1.0999 4
1JB31 | MMTA - GI/GU - Medium Early - Community 2 1.2551 4
2IB11 MMTA - GI/GU - Medium Early - Institutional 0 1.2486 4
2JB21 MMTA - GI/GU - Medium Early - Institutional 1 1.3129 4
2JB31 MMTA - GI/GU - Medium Early - Institutional 2 1.4682 4
3JB11 MMTA - GI/GU - Medium Late - Community 0 0.6418 2
31B21 MMTA - GI/GU - Medium Late - Community 1 0.7062 2
3JB31 MMTA - GI/GU - Medium Late - Community 2 0.8615 2
4JB11 | MMTA - GI/GU - Medium Late - Institutional 0 1.1546 3
4J1B21 MMTA - GI/GU - Medium Late - Institutional 1 1.2189 3
4JB31 MMTA - GI/GU - Medium Late - Institutional 2 1.3742 4
1KC11 | MMTA - Infectious - High Early - Community 0 1.1679 3
1KC21 | MMTA - Infectious - High Early - Community 1 1.2322 3
1KC31 | MMTA - Infectious - High Early - Community 2 1.3875 3
2KC11 | MMTA - Infectious - High Early - Institutional 0 1.3809 3
2KC21 | MMTA - Infectious - High Early - Institutional 1 1.4453 3
2KC31 | MMTA - Infectious - High Early - Institutional 2 1.6005 4
3KCI1 | MMTA - Infectious - High Late - Community 0 0.7742 2
3KC21 | MMTA - Infectious - High Late - Community 1 0.8385 2
3KC31 | MMTA - Infectious - High Late - Community 2 0.9938 2
4KC11 | MMTA - Infectious - High Late - Institutional 0 1.2869 3
4KC21 | MMTA - Infectious - High Late - Institutional 1 1.3513 3
4KC31 | MMTA - Infectious - High Late - Institutional 2 1.5066 3
1KA1l | MMTA - Infectious - Low Early - Community 0 0.9148 3
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1KA21 | MMTA - Infectious - Low Early - Community 1 0.9791 3
1KA31 | MMTA - Infectious - Low Early - Community 2 1.1344 3
2KA1l | MMTA - Infectious - Low Early - Institutional 0 1.1278 3
2KA21 | MMTA - Infectious - Low Early - Institutional 1 1.1922 3
2KA31 | MMTA - Infectious - Low Early - Institutional 2 1.3475 4
3KAIl | MMTA - Infectious - Low Late - Community 0 0.5211 2
3KA21 | MMTA - Infectious - Low Late - Community 1 0.5854 2
3KA31 | MMTA - Infectious - Low Late - Community 2 0.7407 2
4KA1l | MMTA - Infectious - Low Late - Institutional 0 1.0339 2
4KA21 | MMTA - Infectious - Low Late - Institutional 1 1.0982 3
4KA31 | MMTA - Infectious - Low Late - Institutional 2 1.2535 3
1KB11 | MMTA - Infectious - Medium Early - Community 0 1.0362 3
1KB21 | MMTA - Infectious - Medium Early - Community 1 1.1006 3
1KB31 | MMTA - Infectious - Medium Early - Community 2 1.2558 4
2KB11 | MMTA - Infectious - Medium Early - Institutional 0 1.2493 3
2KB21 | MMTA - Infectious - Medium Early - Institutional 1 1.3136 4
2KB31 | MMTA - Infectious - Medium Early - Institutional 2 1.4689 4
3KBI1 | MMTA - Infectious - Medium Late - Community 0 0.6425 2
3KB21 | MMTA - Infectious - Medium Late - Community 1 0.7069 2
3KB31 | MMTA - Infectious - Medium Late - Community 2 0.8622 2
4KB11 | MMTA - Infectious - Medium Late - Institutional 0 1.1553 3
4KB21 | MMTA - Infectious - Medium Late - Institutional 1 1.2196 3
4KB31 | MMTA - Infectious - Medium Late - Institutional 2 1.3749 4
1AC11 | MMTA - Other - High Early - Community 0 1.1748 4
1AC21 | MMTA - Other - High Early - Community 1 1.2391 4
1AC31 | MMTA - Other - High Early - Community 2 1.3944 4
2ACI11 | MMTA - Other - High Early - Institutional 0 1.3879 4
2AC21 | MMTA - Other - High Early - Institutional 1 1.4522 4
2AC31 | MMTA - Other - High Early - Institutional 2 1.6075 5
3AC11 | MMTA - Other - High Late - Community 0 0.7811 2
3AC21 | MMTA - Other - High Late - Community 1 0.8454 2
3AC31 | MMTA - Other - High Late - Community 2 1.0007 2
4AC11 | MMTA - Other - High Late - Institutional 0 1.2939 3
4AC21 | MMTA - Other - High Late - Institutional 1 1.3582 3
4AC31 | MMTA - Other - High Late - Institutional 2 1.5135 3
1AA11 | MMTA - Other - Low Early - Community 0 0.9503 4
1AA21 | MMTA - Other - Low Early - Community 1 1.0147 4
1AA31 | MMTA - Other - Low Early - Community 2 1.1699 4
2AA1l | MMTA - Other - Low Early - Institutional 0 1.1634 3
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2AA21 | MMTA - Other - Low Early - Institutional 1 1.2277 3
2AA31 | MMTA - Other - Low Early - Institutional 2 1.3830 3
3AAll | MMTA - Other - Low Late - Community 0 0.5566 2
3AA21 | MMTA - Other - Low Late - Community 1 0.6210 2
3AA31 | MMTA - Other - Low Late - Community 2 0.7762 2
4AA11 | MMTA - Other - Low Late - Institutional 0 1.0694 3
4AA21 | MMTA - Other - Low Late - Institutional 1 1.1337 3
4AA31 | MMTA - Other - Low Late - Institutional 2 1.2890 3
1AB11 | MMTA - Other - Medium Early - Community 0 1.0672 5
1AB21 | MMTA - Other - Medium Early - Community 1 1.1316 5
1AB31 | MMTA - Other - Medium Early - Community 2 1.2868 4
2AB11 | MMTA - Other - Medium Early - Institutional 0 1.2803 4
2AB21 | MMTA - Other - Medium Early - Institutional 1 1.3446 4
2AB31 | MMTA - Other - Medium Early - Institutional 2 1.4999 5
3ABI1 | MMTA - Other - Medium Late - Community 0 0.6735 2
3AB21 | MMTA - Other - Medium Late - Community 1 0.7379 2
3AB31 | MMTA - Other - Medium Late - Community 2 0.8931 3
4AB11 | MMTA - Other - Medium Late - Institutional 0 1.1863 3
4AB21 | MMTA - Other - Medium Late - Institutional 1 1.2506 3
4AB31 | MMTA - Other - Medium Late - Institutional 2 1.4059 4
1LC11 | MMTA - Respiratory - High Early - Community 0 1.1415 4
1LC21 | MMTA - Respiratory - High Early - Community 1 1.2058 4
1LC31 | MMTA - Respiratory - High Early - Community 2 1.3611 4
2LC11 | MMTA - Respiratory - High Early - Institutional 0 1.3546 4
2L.C21 | MMTA - Respiratory - High Early - Institutional 1 1.4189 4
2LC31 | MMTA - Respiratory - High Early - Institutional 2 1.5742 4
3LC11 | MMTA - Respiratory - High Late - Community 0 0.7478 2
3LC21 | MMTA - Respiratory - High Late - Community 1 0.8121 2
3LC31 | MMTA - Respiratory - High Late - Community 2 0.9674 3
4LC11 | MMTA - Respiratory - High Late - Institutional 0 1.2606 3
4LC21 | MMTA - Respiratory - High Late - Institutional 1 1.3249 3
4LC31 | MMTA - Respiratory - High Late - Institutional 2 1.4802 3
1LA1l1 | MMTA - Respiratory - Low Early - Community 0 0.9197 4
1LA21 | MMTA - Respiratory - Low Early - Community 1 0.9840 4
1LA31 | MMTA - Respiratory - Low Early - Community 2 1.1393 4
2LA11 | MMTA - Respiratory - Low Early - Institutional 0 1.1327 4
2LLA21 | MMTA - Respiratory - Low Early - Institutional 1 1.1971 4
2LA31 | MMTA - Respiratory - Low Early - Institutional 2 1.3524 4
3LA11 | MMTA - Respiratory - Low Late - Community 0 0.5260 2
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3LA21 | MMTA - Respiratory - Low Late - Community 1 0.5903 2
3LA31 | MMTA - Respiratory - Low Late - Community 2 0.7456 2
4LA11 | MMTA - Respiratory - Low Late - Institutional 0 1.0388 3
4LA21 | MMTA - Respiratory - Low Late - Institutional 1 1.1031 3
4LA31 | MMTA - Respiratory - Low Late - Institutional 2 1.2584 3
1LB11 | MMTA - Respiratory - Medium Early - Community 0 1.0344 4
1LB21 | MMTA - Respiratory - Medium Early - Community 1 1.0987 5
1.LB31 | MMTA - Respiratory - Medium Early - Community 2 1.2540 5
2LB11 | MMTA - Respiratory - Medium Early - Institutional 0 1.2474 4
21.B21 | MMTA - Respiratory - Medium Early - Institutional 1 1.3118 4
21.B31 | MMTA - Respiratory - Medium Early - Institutional 2 1.4671 5
3LB11 | MMTA - Respiratory - Medium Late - Community 0 0.6407 2
3LB21 | MMTA - Respiratory - Medium Late - Community 1 0.7050 2
3LB31 | MMTA - Respiratory - Medium Late - Community 2 0.8603 2
4LB11 | MMTA - Respiratory - Medium Late - Institutional 0 1.1535 3
4L.B21 | MMTA - Respiratory - Medium Late - Institutional 1 1.2178 3
4L.B31 | MMTA - Respiratory - Medium Late - Institutional 2 1.3731 4
1GC11 | MMTA - Surgical Aftercare - High Early - Community 0 1.2068 4
1GC21 | MMTA - Surgical Aftercare - High Early - Community 1 1.2711 5
1GC31 | MMTA - Surgical Aftercare - High Early - Community 2 1.4264 4
2GC11 | MMTA - Surgical Aftercare - High Early - Institutional 0 1.4199 5
2GC21 | MMTA - Surgical Aftercare - High Early - Institutional 1 1.4842 5
2GC31 | MMTA - Surgical Aftercare - High Early - Institutional 2 1.6395 5
3GC11 | MMTA - Surgical Aftercare - High Late - Community 0 0.8131 2
3GC21 | MMTA - Surgical Aftercare - High Late - Community 1 0.8774 2
3GC31 | MMTA - Surgical Aftercare - High Late - Community 2 1.0327 2
4GC11 | MMTA - Surgical Aftercare - High Late - Institutional 0 1.3259 4
4GC21 | MMTA - Surgical Aftercare - High Late - Institutional 1 1.3902 4
4GC31 | MMTA - Surgical Aftercare - High Late - Institutional 2 1.5455 4
1GA11 | MMTA - Surgical Aftercare - Low Early - Community 0 0.8889 3
1GA21 | MMTA - Surgical Aftercare - Low Early - Community 1 0.9532 3
1GA31 | MMTA - Surgical Aftercare - Low Early - Community 2 1.1085 4
2GA1l | MMTA - Surgical Aftercare - Low Early - Institutional 0 1.1019 3
2GA21 | MMTA - Surgical Aftercare - Low Early - Institutional 1 1.1663 4
2GA31 | MMTA - Surgical Aftercare - Low Early - Institutional 2 1.3216 4
3GAI1l | MMTA - Surgical Aftercare - Low Late - Community 0 0.4952 2
3GA21 | MMTA - Surgical Aftercare - Low Late - Community 1 0.5595 2
3GA31 | MMTA - Surgical Aftercare - Low Late - Community 2 0.7148 2
4GAl1l | MMTA - Surgical Aftercare - Low Late - Institutional 0 1.0080 3
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4GA21 | MMTA - Surgical Aftercare - Low Late - Institutional 1 1.0723 3
4GA31 | MMTA - Surgical Aftercare - Low Late - Institutional 2 1.2276 4
1GB11 | MMTA - Surgical Aftercare - Medium | Early - Community 0 1.0428 4
1GB21 | MMTA - Surgical Aftercare - Medium | Early - Community 1 1.1072 4
1GB31 | MMTA - Surgical Aftercare - Medium | Early - Community 2 1.2625 5
2GB11 | MMTA - Surgical Aftercare - Medium [ Early - Institutional 0 1.2559 4
2GB21 | MMTA - Surgical Aftercare - Medium [ Early - Institutional 1 1.3202 5
2GB31 | MMTA - Surgical Aftercare - Medium | Early - Institutional 2 1.4755 5
3GBI11 | MMTA - Surgical Aftercare - Medium | Late - Community 0 0.6491 2
3GB21 | MMTA - Surgical Aftercare - Medium | Late - Community 1 0.7135 2
3GB31 | MMTA - Surgical Aftercare - Medium | Late - Community 2 0.8688 2
4GB11 | MMTA - Surgical Aftercare - Medium | Late - Institutional 0 1.1619 3
4GB21 | MMTA - Surgical Aftercare - Medium | Late - Institutional 1 1.2262 4
4GB31 | MMTA - Surgical Aftercare - Medium | Late - Institutional 2 1.3815 4
1EC11 | MS Rehab - High Early - Community 0 1.2839 5
1EC21 | MS Rehab - High Early - Community 1 1.3483 5
1EC31 | MS Rehab - High Early - Community 2 1.5035 5
2EC11 | MS Rehab - High Early - Institutional 0 1.4970 6
2EC21 | MS Rehab - High Early - Institutional 1 1.5613 6
2EC31 | MS Rehab - High Early - Institutional 2 1.7166 6
3ECI1 | MS Rehab - High Late - Community 0 0.8902 2
3EC21 | MS Rehab - High Late - Community 1 0.9546 2
3EC31 | MS Rehab - High Late - Community 2 1.1098 3
4EC11 | MS Rehab - High Late - Institutional 0 1.4030 4
4EC21 | MS Rehab - High Late - Institutional 1 1.4673 4
4EC31 | MS Rehab - High Late - Institutional 2 1.6226 5
1EA11 | MS Rehab - Low Early - Community 0 1.0194 5
1EA21 | MS Rehab - Low Early - Community 1 1.0837 5
1EA31 | MS Rehab - Low Early - Community 2 1.2390 5
2EA11 | MS Rehab - Low Early - Institutional 0 1.2324 5
2EA21 | MS Rehab - Low Early - Institutional 1 1.2968 5
2EA31 | MS Rehab - Low Early - Institutional 2 1.4521 5
3EA11 | MS Rehab - Low Late - Community 0 0.6257 2
3EA21 | MS Rehab - Low Late - Community 1 0.6900 2
3EA31 | MS Rehab - Low Late - Community 2 0.8453 2
4EA11 | MS Rehab - Low Late - Institutional 0 1.1385 4
4EA21 | MS Rehab - Low Late - Institutional 1 1.2028 3
4EA31 | MS Rehab - Low Late - Institutional 2 1.3581 4
1EBI11 | MS Rehab - Medium Early - Community 0 1.1223 5




62278 Federal Register/Vol. 86, No. 214/ Tuesday, November 9, 2021/Rules and Regulations
y . . oot | vt | T
HIPPS Clinical Grmip anld Functional Admlssli}p S.ource and (0 = none, 1 = single R\;}cgllﬁ:&;‘ted (];UPAS .hfltve
eve iming comorbidity, eight for ewer visits
2 = interaction) 2022 than the

threshold)
1EB21 | MS Rehab - Medium Early - Community 1 1.1867 5
1EB31 | MS Rehab - Medium Early - Community 2 1.3419 5
2EB11 | MS Rehab - Medium Early - Institutional 0 1.3354 5
2EB21 | MS Rehab - Medium Early - Institutional 1 1.3997 6
2EB31 | MS Rehab - Medium Early - Institutional 2 1.5550 6
3EBI1 | MS Rehab - Medium Late - Community 0 0.7286 2
3EB21 | MS Rehab - Medium Late - Community 1 0.7930 2
3EB31 | MS Rehab - Medium Late - Community 2 0.9482 3
4EB11 | MS Rehab - Medium Late - Institutional 0 1.2414 4
4EB21 | MS Rehab - Medium Late - Institutional 1 1.3057 4
4EB31 | MS Rehab - Medium Late - Institutional 2 1.4610 4
1BC11 | Neuro - High Early - Community 0 1.3847 5
1BC21 | Neuro - High Early - Community 1 1.4491 5
1BC31 | Neuro - High Early - Community 2 1.6044 5
2BC11 | Neuro - High Early - Institutional 0 1.5978 5
2BC21 | Neuro - High Early - Institutional 1 1.6621 5
2BC31 | Neuro - High Early - Institutional 2 1.8174 5
3BC11 | Neuro - High Late - Community 0 0.9910 2
3BC21 | Neuro - High Late - Community 1 1.0554 3
3BC31 | Neuro - High Late - Community 2 1.2107 3
4BC11 | Neuro - High Late - Institutional 0 1.5038 4
4BC21 | Neuro - High Late - Institutional 1 1.5681 4
4BC31 | Neuro - High Late - Institutional 2 1.7234 4
1BA11 | Neuro - Low Early - Community 0 1.1280 5
1BA21 | Neuro - Low Early - Community 1 1.1923 5
1BA31 | Neuro - Low Early - Community 2 1.3476 4
2BA11 | Neuro - Low Early - Institutional 0 1.3410 5
2BA21 | Neuro - Low Early - Institutional 1 1.4054 5
2BA31 | Neuro - Low Early - Institutional 2 1.5606 5
3BAIl | Neuro - Low Late - Community 0 0.7343 2
3BA21 | Neuro - Low Late - Community 1 0.7986 2
3BA31 | Neuro - Low Late - Community 2 0.9539 2
4BA11 | Neuro - Low Late - Institutional 0 1.2470 3
4BA21 | Neuro - Low Late - Institutional 1 1.3114 4
4BA31 | Neuro - Low Late - Institutional 2 1.4666 4
1BB11 | Neuro - Medium Early - Community 0 1.2600 5
1BB21 | Neuro - Medium Early - Community 1 1.3244 5
1BB31 | Neuro - Medium Early - Community 2 1.4796 5
2BB11 | Neuro - Medium Early - Institutional 0 1.4731 6
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2BB21 | Neuro - Medium Early - Institutional 1 1.5374 6
2BB31 | Neuro - Medium Early - Institutional 2 1.6927 6
3BB11 | Neuro - Medium Late - Community 0 0.8663 2
3BB21 | Neuro - Medium Late - Community 1 0.9307 2
3BB31 | Neuro - Medium Late - Community 2 1.0860 3
4BB11 | Neuro - Medium Late - Institutional 0 1.3791 4
4BB21 | Neuro - Medium Late - Institutional 1 1.4434 4
4BB31 | Neuro - Medium Late - Institutional 2 1.5987 5
1CC11 | Wound - High Early - Community 0 1.4878 5
1CC21 | Wound - High Early - Community 1 1.5521 5
1CC31 | Wound - High Early - Community 2 1.7074 5
2CC11 | Wound - High Early - Institutional 0 1.7009 5
2CC21 | Wound - High Early - Institutional 1 1.7652 5
2CC31 | Wound - High Early - Institutional 2 1.9205 5
3CC11 | Wound - High Late - Community 0 1.0941 3
3CC21 | Wound - High Late - Community 1 1.1585 3
3CC31 | Wound - High Late - Community 2 1.3137 3
4CC11 | Wound - High Late - Institutional 0 1.6069 4
4CC21 | Wound - High Late - Institutional 1 1.6712 4
4CC31 | Wound - High Late - Institutional 2 1.8265 4
1CA1l1 | Wound - Low Early - Community 0 1.2442 5
1CA21 | Wound - Low Early - Community 1 1.3085 4
1CA31 | Wound - Low Early - Community 2 1.4638 4
2CAl1l1 | Wound - Low Early - Institutional 0 1.4572 4
2CA21 | Wound - Low Early - Institutional 1 1.5216 4
2CA31 | Wound - Low Early - Institutional 2 1.6768 4
3CAIll | Wound - Low Late - Community 0 0.8505 2
3CA21 | Wound - Low Late - Community 1 0.9148 3
3CA31 | Wound - Low Late - Community 2 1.0701 3
4CA1l1 | Wound - Low Late - Institutional 0 1.3632 3
4CA21 | Wound - Low Late - Institutional 1 1.4276 3
4CA31 | Wound - Low Late - Institutional 2 1.5829 3
1CB11 | Wound - Medium Early - Community 0 1.3633 5
1CB21 | Wound - Medium Early - Community 1 1.4277 5
1CB31 | Wound - Medium Early - Community 2 1.5830 5
2CB11 | Wound - Medium Early - Institutional 0 1.5764 5
2CB21 | Wound - Medium Early - Institutional 1 1.6407 5
2CB31 | Wound - Medium Early - Institutional 2 1.7960 5
3CB11 | Wound - Medium Late - Community 0 0.9696 3
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3CB21 | Wound - Medium Late - Community 1 1.0340 3
3CB31 Wound - Medium Late - Community 2 1.1893 3
4CB11 | Wound - Medium Late - Institutional 0 1.4824 4
4CB21 Wound - Medium Late - Institutional 1 1.5467 4
4CB31 | Wound - Medium Late - Institutional 2 1.7020 4

Source: CY 2020 Home Health Claims Data, Periods that begin and end in CY 2020 accessed from the CCW July

12 ,2021.

BILLING CODE C

To ensure the changes to the PDGM
case-mix weights are implemented in a
budget neutral manner, we then apply a
case-mix budget neutrality factor to the
CY 2022 national, standardized 30-day
period payment rate. Typically, the
case-mix weight budget neutrality factor
is calculated using the most recent,
complete home health claims data
available. However, due to the COVID—
19 PHE, we looked at using the previous
calendar year’s home health claims data
(CY 2019) to determine if there were
significant differences between utilizing
CY 2019 and CY 2020 claims data. We
noted that CY 2020 is the first year of
actual PDGM utilization data, therefore,
if we were to use CY 2019 data due to
the COVID-19 PHE we would need to
simulate 30-day periods from 60-day
episodes under the old system. We
believe that using CY 2020 utilization
data is more appropriate than using CY
2019 utilization data because it is actual
PDGM utilization data. The case-mix
budget neutrality factor is calculated as
the ratio of 30-day base payment rates
such that total payments when the CY
2022 PDGM case-mix weights
(developed using CY 2020 home health
claims data) are applied to CY 2020
utilization (claims) data are equal to
total payments when CY 2021 PDGM
case-mix weights (developed using CY
2018 home health claims data) are
applied to CY 2020 utilization data.
This produces a case-mix budget
neutrality factor for CY 2022 of 1.0396.
For reasons described previously, CY
2020 utilization data was used to
calculate the case-mix weight budget
neutrality factor because it is the most
recent complete data we have at the
time of this rulemaking.

We invited comments on the CY 2022
proposed case-mix weights and
proposed case-mix weight budget
neutrality factor and comments are
summarized later in this section.

Comment: MedPAC supports CMS’
proposal to use CY 2020 data to
recalibrate the PDGM case-mix weights
for CY 2022.

Response: We thank MedPAC for its
support.

Comment: Many commenters were
generally opposed to the proposal to
recalibrate the PDGM case-mix weights
for CY 2022. These commenters
expressed concerns about the influence
of the COVID-19 PHE on the types of
patients receiving home health care, and
the use of CY 2020 data. These
commenters believe that CY 2020
utilization will likely not be
representative of utilization patterns in
CY 2022. One commenter stated that the
trends seen in 2020 and 2021 will not
hold permanently, and therefore data
from these periods would be skewed if
used in modifying the PDGM rate
structure or case-mix weight
recalibration. Another commenter
cautioned against the use of CY 2020
data for recalibration and stated that the
COVID-19 PHE directly led to shifts in
referral sources, and increases in the
severity of cases. One commenter
expressed concern by what they
describe as “the inconsistency in the
usage of CY 2020 data, when both case-
mix weights and LUPAs rates are
dependent upon utilization and care
patterns.” Another commenter stated
that while annual recalibration of case-
mix weights is generally appropriate to
ensure that that case-mix weights reflect
recent trends in utilization and
resource, the COVID-19 PHE has had
significant effects on home health
utilization and overall case-mix severity
in CY 2020. Several commenters
recommended that CMS maintain the
structure and design of the PDGM for
CY 2022.

Response: We acknowledge
commenter statements and concerns as
to how the COVID-19 PHE affected
home health utilization in CY 2020 as
well as potential impact to CY 2021

utilization. However, we continue to
believe that it is important to base the
PDGM case-mix weights on actual
PDGM utilization data and patient
resource and shift away from the use of
data prior to the implementation of the
PDGM, where utilization was
influenced by different incentives, such
as the therapy thresholds used in case-
mix adjustment prior to the PDGM. As
stated in the CY 2022 HH PPS proposed
rule (86 FR 35892), there are several
factors that contribute to how the case-
mix weight is set for a particular case-
mix group (such as the number of visits,
length of visits, types of disciplines
providing visits, and non-routine
supplies) and the case-mix weight is
derived by comparing the average
resource use for the case-mix group
relative to the average resource use
across all groups. CMS believes that the
COVID-19 PHE would have impacted
utilization within all case-mix groups
similarly. Therefore, the impact of any
reduction in resource use caused by the
COVID-19 PHE on the calculation of the
case-mix weight would be minimized
since the impact would be accounted for
both in the numerator and denominator
of the formula used to calculate the
case-mix weight. However, the LUPA
thresholds are based on the number of
overall visits in a particular case-mix
group (the threshold is the 10th
percentile of visits or 2 visits, whichever
is greater) instead of a relative value
(like what is used to generate the case-
mix weight). Finally, we note that if we
chose not to recalibrate for CY 2022, it
would be the third calendar year
without an update to the case-mix
weights. We believe that prolonging
recalibration could lead to more
significant variation in the case-mix
weights than what is observed using CY
2020 utilization data.

Comment: One commenter expressed
concern with the frequency of case-mix
weight recalibration. This commenter
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believes that CMS should not recalibrate
the case-mix weights for CY 2022
because annual changes are too
frequent. This commenter
recommended that CMS change the
frequency of recalibration from annually
to no more often than every three years.

Response: We thank the commenter
for the recommendation. In the CY 2019
HH PPS final rule, we finalized our
proposal to annually recalibrate the
PDGM case-mix weights (83 FR 56515)
to reflect the most recent utilization data
available at the time of rulemaking. We
stated that annual recalibration of the
HH PPS case-mix weights ensures that
the case-mix weights reflect, as
accurately as possible, current home
health resource use and changes in
utilization patterns. Any changes to the
frequency of the recalibration of the
case-mix weights would need to be
proposed through notice and comment
rulemaking.

Final Decision: We are finalizing the
recalibration of the HH PPS case-mix
weights as proposed for CY 2022. We
are also finalizing the proposal to
implement the changes to the PDGM
case-mix weights in a budget neutral
manner by applying a case-mix budget
neutrality factor to the CY 2022
national, standardized 30-day period
payment rate. As stated previously, the
final case-mix budget neutrality factor
for CY 2022 will be 1.0396.

4. CY 2022 Home Health Payment Rate
Updates

a. CY 2022 Home Health Market Basket
Update for HHAs

Section 1895(b)(3)(B) of the Act
requires that the standard prospective
payment amounts for home health be
increased by a factor equal to the
applicable home health market basket
update for those HHAs that submit
quality data as required by the
Secretary. In the CY 2019 HH PPS final
rule with comment period (83 FR
56425), we finalized a rebasing of the
home health market basket to reflect
2016 cost report data. As such, based on
the rebased 2016-based home health
market basket, we finalized our policy
that the labor share is 76.1 percent and
the non-labor share is 23.9 percent. A
detailed description of how we rebased
the HHA market basket is available in
the CY 2019 HH PPS final rule with
comment period (83 FR 56425, 56436).

Section 1895(b)(3)(B) of the Act
requires that in CY 2015 and in
subsequent calendar years, except CY
2018 (under section 411(c) of the
Medicare Access and CHIP
Reauthorization Act of 2015 (MACRA)
(Pub. L. 114-10, enacted April 16,

2015)) and CY 2020 (under section
53110 of the Bipartisan Budget Act of
2018 (BBA) (Pub. L. 115-123, enacted
February 9, 2018)), the market basket
percentage under the HHA prospective
payment system, as described in section
1895(b)(3)(B) of the Act, be annually
adjusted by changes in economy-wide
productivity. Section
1886(b)(3)(B)(xi)(II) of the Act defines
the productivity adjustment to be equal
to the 10-year moving average of
changes in annual economy-wide
private nonfarm business multifactor
productivity (MFP) (as projected by the
Secretary for the 10-year period ending
with the applicable fiscal year, calendar
year, cost reporting period, or other
annual period). The Bureau of Labor
Statistics (BLS) is the agency that
publishes the official measure of private
nonfarm business MFP. Please visit
http://www.bls.gov/mfp, to obtain the
BLS historical published MFP data.

The home health update percentage
for CY 2022 is based on the estimated
home health market basket update,
specified at section 1895(b)(3)(B)(iii) of
the Act. In the CY 2022 HH PPS
proposed rule, we proposed a market
basket update of 2.4 percent (based on
IHS Global Inc.’s first-quarter 2021
forecast with historical data through
fourth-quarter 2020) (86 FR 35909). The
CY 2022 proposed home health market
basket update of 2.4 percent was then
reduced by a productivity adjustment,
as mandated by the section 3401 of the
Patient Protection and Affordable Care
Act (the Affordable Care Act) (Pub. L.
111-148), of 0.6 percentage point for CY
2022. In effect, the proposed home
health payment update percentage for
CY 2022 was a 1.8 percent increase.
Section 1895(b)(3)(B)(v) of the Act
requires that the home health update be
decreased by 2 percentage points for
those HHAs that do not submit quality
data as required by the Secretary. For
HHAs that do not submit the required
quality data for CY 2022, the proposed
home health payment update was —0.2
percent (1.8 percent minus 2 percentage
points). We also proposed that if more
recent data became available after the
publication of the proposed rule and
before the publication of the final rule
(for example, more recent estimates of
the home health market basket update
and productivity adjustment), we would
use such data, if appropriate, to
determine the home health payment
update percentage for CY 2022 in the
final rule (86 FR 35909).

Comment: Several commenters had
concerns with the market basket update
factor. The commenters noted that the
HH PPS market basket update factor has
recently declined from 3.0 percent in

CY 2019 to 2.4 percent in CY 2022.
They stated this is likely because the
market basket price indices do not
reflect the pandemic-driven inflation in
large part because the market basket
composite index is determined on a 4-
quarter rolling average basis and reflect
general cost changes across the
healthcare industry—failing to account
for home health specific price changes
on a real-time and industry specific
basis.

They also stated that the COVID-19
PHE in CY 2020 has in some part
affected the supply of and demand for
certain inputs, including home health
labor leading to a general increase in
labor and other input prices. For
example, the pandemic intensified
staffing shortages for HHAs as home
health workers left their jobs due to fear
of exposure to the virus. As such, HHAs
had to raise wages to attract adequate
staff. Additionally, the commenters
stated that the CMS HH PPS market
basket price indexes and cost weight
categories may not capture increased
telehealth and personal protective
equipment (PPE) costs that HHAs faced
as a result of the pandemic. The
commenters provided an example of
data from a Partnership for Quality
Home Healthcare (PQHH) member HHA
that suggested that in March and April
of CY 2020, average pricing for masks
and gowns approximately increased 8
and 6 times, respectively.

The commenters also noted that in CY
2020, some portion of home health
visits were shifted to telehealth during
the COVID-19 PHE. The commenters
stated that HHAs can report costs of
telehealth on the HHA cost report, but
incompletely, which implies that cost
weights and price proxies in CY 2020
and future years fail to accurately
account for telehealth use.

One commenter also constructed an
estimated market basket index using
results from the 2021 PQHH Labor Cost
Survey related to the three largest
components of the market basket index
(wages and salaries, benefits, and
administrative and general expenses).
Based on this analysis, the commenter
determined that the home health
specific market basket update factor
should have increased by approximately
1.1 percentage points between CY 2019
and CY 2020 and by approximately 1.2
percentage points between CY 2020 and
CY 2021. The commenter noted that
these results were in stark contrast to
CMS HH PPS market basket update
factors that decreased by 0.1 percentage
point between CY 2019 and CY 2020,
and further by 0.6 percentage point
between CY 2020 to CY 2021.
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The commenter noted that CMS’
indicated in the CY 2021 final rule that
the lower update (2.3 percent) for CY
2021 was “primarily driven by slower
anticipated compensation growth for
both health-related and other
occupations as labor markets were
expected to be significantly impacted
during the recession that started in
February 2020 and throughout the
anticipated recovery.” In contrast, their
results showed that HHA wages grew at
a slightly higher rate between 2019 and
2021, although underlying data shows
that therapy professions primarily those
in urban areas experienced a decline in
wage growth in 2020. In addition, the
commenter stated that the significant
increase in benefits costs and
administrative, general, and other costs
seem to influence a large part of their
increase in the estimated market basket
constructed from the survey data. The
commenter noted that these results
reflect that the COVID-19 pandemic in
2020 likely resulted in price inflation
for most HHA inputs as opposed to a
recession and highlight the need for
CMS to consider using price proxies
that accurately reflect trends in the
home health industry.

Response: We appreciate the
comment and the commenter’s analysis
of home health agency costs. The 2016-
based home health market basket is a
fixed-weight, Laspeyres-type price
index that measures the change in price,
over time, of the same mix of goods and
services purchased in the base period.
The effects on total costs resulting from
changes in the mix of goods and
services purchased subsequent to the
base period are not measured.

Any increase in costs as a result of the
COVID-19 PHE (to the extent they differ
from the price increase of the 2016-
based home health market basket)
would not be reflected in the market
basket update factor. Changes in costs
would be reflected when the market
basket cost weights are updated to
incorporate more recent home health
agency cost data.

The current HHA market basket cost
weights are based on Medicare cost
report data from 2016. Typically, a
market basket is rebased every four to
five years. However, we continually
monitor the cost weights in the market
baskets to ensure they are reflecting the
mix of inputs used in providing
services. We do not yet have cost report
data available to determine the impact
of the COVID-19 PHE on HHA cost
structures. When the data becomes
available, we will review the 2020
Medicare cost report data to evaluate the
impact of the COVID-19 PHE as well as
implementation of the PDGM and

determine whether a rebasing of the
market basket cost weights is
appropriate. Any future rebasing or
revising of the HHA market basket will
be proposed and subject to public
comments in future rulemaking.

We disagree with the commenter that
the price proxies used in the HHA
market basket do not accurately reflect
trends in the home health industry. The
price proxies used in the market basket
represent the price indices that
correspond with the relevant cost
categories (which were determined
using HHA Medicare cost report data
and Bureau of Economic Analysis
Benchmark Input-Output data for
NAICS 621600, Home Health Care
Services), capturing the overall inflation
of these products or services.
Specifically, the aggregate compensation
price proxy reflects the occupational
composition of the home health
industry (healthcare and nonhealthcare)
published by the BLS Office of
Occupational Employment Statistics.
About 25 percent of the home health
market basket is proxied by the
Employment Cost Index (ECI) for Wages
and Salaries and ECI for Benefits for
civilian hospital workers, reflecting the
price increases for compensation for
skilled healthcare workers that are also
employed by HHAs. Another 27 percent
of the home health market basket is
proxied by the ECI for Wages and
Salaries and ECI for Benefits for
healthcare social assistance workers,
reflecting the price increases for
compensation for overall healthcare
workers such as home health aides and
nursing aides. A description of the
detailed methodology used to develop
the 2016-based HHA market basket can
be found in the CY 2019 final rule (83
FR 56427).

For this final rule, based on IHS
Global Inc.’s (IGI’s) third quarter 2021
forecast, the CY 2022 increase in the
2016-based home health market basket
is 3.1 percent (compared to the
proposed rule of 2.4 percent), which is
primarily due to forecasted higher
compensation prices. The revised higher
forecast for compensation prices for CY
2022 reflects the recent faster historical
trends, lower projected labor-force
participation, and higher anticipated
overall inflation as compared to IGI's
first quarter 2021 forecast.

We understand the commenter’s
concern for adequate price increase and
payment for Medicare services. As
noted in the previous comment by the
Medicare Payment Advisory
Commission, Medicare margins are
estimated to be roughly 15 percent in
2019. In addition, we would note that
the increase in the home health market

basket used for the HHS PPS (that is
based on a forecast) over the CY 2010

to CY 2020 time period has exceeded
the resulting actual increase in the home
health market basket by an average of
0.5 percentage point each year.

Comment: Several commenters
supported CMS’ proposal to increase
aggregate payments in CY 2022 by 1.8
percent; however, they stated that due
to the increased demand on the home
health industry as a result of the
COVID-19 PHE as well as the lack of
coverage for home health services
delivered remotely, they strongly
encouraged CMS to implement a larger
increase.

The commenters stated that annual
increases to the home health payment
rates have not kept pace with recent
increases in home health providers’
staffing and other costs, and that CMS
should consider rising labor costs in
particular when finalizing rates for CY
2022. They noted that patients are safest
at home during a pandemic, and home
health providers risk their own safety to
ensure that these patients continue to
receive quality care with minimum
exposure. Therefore, they believed
HHAs should be adequately reimbursed.

Several commenters recommended
that CMS establish a process and
methodology to modify home health
agency payment systems and rates
during a PHE to address new costs
triggered by the COVID-19 PHE or
unpredicted limitations in payment
models. They stated that CMS modified
both the market basket increase and
productivity adjustment in other sectors
in final rules that take effect on October
1, 2021; however, they believe neither
those changes in other sectors, nor the
proposed 2022 rate adjustment in home
health services adequately accounts for
the increased costs of care in 2021 that
are highly likely to continue in 2022.

The commenters stated that foremost
among the cost increases not adequately
represented in the market basket
increase are personal protective
equipment and other infection control
costs. They stated that the market basket
index reflects increases in the cost of
goods and labor, but it does not address
new costs or volume increases in the
use of such items as PPE. While the end
of the COVID-19 PHE is unfortunately
not known, commenters stated that they
believe it is reasonable and fair to
conclude that the use of PPE will be
maintained at levels comparable to 2020
throughout 2021 and into 2022. As
such, the commenters stated that the
increased cost of care, as experienced in
2020-2021, as it relates to PPE will
continue in 2022. They stated that CMS
could include a PPE cost add-on to the
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2022 payment episodic and per visit
payment rates. The commenters stated
that conceptually, an add-on has been
used in Medicare home health services
previously to reflect the administrative
costs of OASIS and other administrative
activities for LUPA-only patient care.

Response: We appreciate the
commenters’ support for the use of the
productivity-adjusted market basket to
annually update HH PPS payments. As
proposed, we are using the latest
available data to determine the CY 2022
home health market basket update and
productivity adjustment for this final
rule.

We recognize the unique challenges
and market conditions as a result of the
COVID-19 PHE, but based on the data
available we continue to believe that the
home health market basket adequately
captures changes in prices associated
with providing home health services. As
described in the CY 2019 Home Health
PPS final rule with comment period (83
FR 56427), the cost weights were
calculated using the 2016 Medicare cost
report data, which is provided directly
by freestanding home health agencies.
The price proxies used in the market
basket reflect a projection of the
expected price pressures for each
category of expenses.

We contract with IHS Global Inc. (IGI)
to purchase their quarterly forecasts of
the price proxies that are used in the
market baskets and multifactor
productivity (MFP) that is used to
determine the productivity adjustment,
to ensure independence of the
projections. Consistent with our
proposal to use more recent data as they
become available, for this final rule we
have incorporated more current
historical data and revised forecasts
provided by IGI that factor in expected
price and wage pressures. By
incorporating the most recent estimates
available of the market basket update
and productivity adjustment, we believe
these data reflect the best available
projection of input price inflation faced
by HHAs for CY 2022, adjusted for
economy-wide productivity, which is
required by statute.

We understand the commenters’
concerns that the COVID-19 PHE had
unexpected effects on operating costs
for healthcare providers, including
additional expenses related to PPE costs
and services furnished remotely, for
which HHAs are not paid directly.
Section 1895(e)(1)(A) of the Act
prohibits payment for home health
services furnished via a
telecommunications system, if such
services substitute for in-person home
health services ordered as part of a plan
of care. These remote services also

cannot be considered a home health
visit for purposes of eligibility or
payment; however, we do acknowledge
the importance of these services during
a PHE and beyond. In the CY 2021 final
rule (85 FR 70323), we modified the
language at §409.46(e) allowing a
broader use of telecommunications
technology to be reported as allowable
administrative costs on the home health
cost report, recognizing that these
services have the potential to improve
efficiencies, expand the reach of
healthcare providers, allow more
specialized care in the home, and allow
HHAs to see more patients or to
communicate with patients more often.

We disagree that the market basket
methodology should be modified from
the current methodology to account for
the incorporation of costs during this or
future PHEs. The market baskets
account for changes in provider input
expenses in two ways: (1) Through the
base year cost weights; and (2) through
the projected price pressures for each
cost category as measured by each of the
price proxies.

As previously explained, the CMS
market baskets are Laspeyres-type price
indexes where relative cost weights are
established for a base year. The major
cost weights for the home health market
basket are currently based on the
reported expenses for the universe of
home health agencies for 2016 on the
Medicare Cost Report, and we
periodically rebase the cost weights for
each of the CMS market baskets to
update the relative cost shares.
Generally, these base year weights are
updated within a five-year timeframe
during a rebasing and revising of the
market basket; this allows for the market
baskets to reflect changes in the
spending patterns of providers across
the various cost categories. We have
found that these cost weights typically
do not change substantially from year to
year. The Medicare Cost Report data are
available with a time lag (for example,
the most recent complete data available
for home health agencies would reflect
2019 experience). We did not propose to
rebase or revise the HHA market basket
for CY 2022; however, as stated
previously, we plan to review the 2020
Medicare cost report data when they
become available to determine whether
the distribution of costs faced by HHAs
is different when compare to prior
years. Any future rebasing or revising of
the HHA market basket will be proposed
and subject to public comments in
future rulemaking.

Consistent with our proposal to use
more recent data, the HHA CY 2022
market basket increase factor is 2.6
percent (3.1 percent market basket

update reduced by 0.5 percentage point
productivity adjustment) reflecting IGI's
2021 third quarter forecast. The
proposed HHA CY 2022 market basket
increase factor based on IGI's 2021 first
quarter forecast was 1.8 percent.

Comment: MedPAC recognized that
CMS must provide the statutorily
mandated payment update, but they
stated that this increase is not warranted
based on their analysis of payment
adequacy. In their March 2021 report to
the Congress, the Commission found
positive access, quality, and financial
indicators for the sector, with margins of
15.8 percent for freestanding HHAs in
2019. Though consistent with statute,
they believe that a payment update of
1.8 percent will keep payments higher
than necessary for adequate access to
quality care. They noted that the
Commission recommended that the
Congress reduce the 2021 Medicare base
payment rate for HHAs by 5 percent for
the 2021 payment year.

Response: We appreciate MedPAC’s
concern regarding the payment increase
for HHASs; however, we do not have the
statutory authority to implement its
recommendation.

Final Decision: As proposed, we are
finalizing our policy to use more recent
data to determine the home health
payment update percentage for CY 2022
in this final rule. Based on IHS Global
Inc.’s third-quarter 2021 forecast with
historical data through second-quarter
2021, the home health market basket
update is 3.1 percent. The CY 2022
home health market basket update of 3.1
percent is then reduced by a
productivity adjustment of 0.5
percentage point for CY 2022. For HHAs
that submit the required quality data for
CY 2022, the home health payment
update is a 2.6 percent increase. For
HHAs that do not submit the required
quality data for CY 2022, the home
health payment update is 0.6 percent
(2.6 percent minus 2 percentage points).

b. CY 2022 Home Health Wage Index

Sections 1895(b)(4)(A)(ii) and (b)(4)(C)
of the Act require the Secretary to
provide appropriate adjustments to the
proportion of the payment amount
under the HH PPS that account for area
wage differences, using adjustment
factors that reflect the relative level of
wages and wage-related costs applicable
to the furnishing of home health
services. Since the inception of the HH
PPS, we have used inpatient hospital
wage data in developing a wage index
to be applied to home payments. We
proposed to continue this practice for
CY 2022, as we continue to believe that,
in the absence of home health-specific
wage data that accounts for area



62284

Federal Register/Vol. 86, No. 214/ Tuesday, November 9, 2021/Rules and Regulations

differences, using inpatient hospital
wage data is appropriate and reasonable
for the HH PPS.

In the CY 2021 HH PPS final rule (85
FR 70298), we finalized the proposal to
adopt the revised Office of Management
and Budget (OMB) delineations with a
5 percent cap on wage index decreases,
where the estimated reduction in a
geographic area’s wage index would be
capped at 5 percent in CY 2021 only
and no cap would be applied to wage
index decreases for the second year (CY
2022). Therefore, we proposed to use
the FY 2022 pre-floor, pre-reclassified
hospital wage index with no 5 percent
cap on decreases as the CY 2022 wage
adjustment to the labor portion of the
HH PPS rates. For CY 2022, the updated
wage data are for hospital cost reporting
periods beginning on or after October 1,
2017, and before October 1, 2018 (FY
2018 cost report data). We apply the
appropriate wage index value to the
labor portion of the HH PPS rates based
on the site of service for the beneficiary
(defined by section 1861(m) of the Act
as the beneficiary’s place of residence).

To address those geographic areas in
which there are no inpatient hospitals,
and thus, no hospital wage data on
which to base the calculation of the CY
2022 HH PPS wage index, we proposed
to continue to use the same
methodology discussed in the CY 2007
HH PPS final rule (71 FR 65884) to
address those geographic areas in which
there are no inpatient hospitals. For
rural areas that do not have inpatient
hospitals, we proposed to use the
average wage index from all contiguous
Core Based Statistical Areas (CBSAs) as
a reasonable proxy. Currently, the only
rural area without a hospital from which
hospital wage data could be derived is
Puerto Rico. However, for rural Puerto
Rico, we do not apply this methodology
due to the distinct economic
circumstances that exist there (for
example, due to the close proximity to
one another of almost all of Puerto
Rico’s various urban and non-urban
areas, this methodology would produce
a wage index for rural Puerto Rico that
is higher than that in half of its urban
areas). Instead, we proposed to continue
to use the most recent wage index
previously available for that area. The
most recent wage index previously
available for rural Puerto Rico is 0.4047.
For urban areas without inpatient
hospitals, we use the average wage
index of all urban areas within the State
as a reasonable proxy for the wage index
for that CBSA. For CY 2022, the only
urban area without inpatient hospital
wage data is Hinesville, GA (CBSA
25980). The CY 2022 wage index value
for Hinesville, GA is 0.8539.

On February 28, 2013, OMB issued
Bulletin No. 13-01, announcing
revisions to the delineations of MSAs,
Micropolitan Statistical Areas, and
CBSAs, and guidance on uses of the
delineation of these areas. In the CY
2015 HH PPS final rule (79 FR
66085,66087), we adopted OMB’s area
delineations using a 1-year transition.

On August 15, 2017, OMB issued
Bulletin No. 17-01 in which it
announced that one Micropolitan
Statistical Area, Twin Falls, Idaho, now
qualifies as a Metropolitan Statistical
Area. The new CBSA (46300) comprises
the principal city of Twin Falls, Idaho
in Jerome County, Idaho and Twin Falls
County, Idaho. The CY 2022 HH PPS
wage index value for CBSA 46300, Twin
Falls, Idaho, will be 0.8738. Bulletin No.
17-01 is available at https://
www.whitehouse.gov/sites/
whitehouse.gov/files/omb/bulletins/
2017/b-17-01.pdf.

On April 10, 2018 OMB issued OMB
Bulletin No. 18-03 which superseded
the August 15, 2017 OMB Bulletin No.
17—-01. On September 14, 2018, OMB
issued OMB Bulletin No. 18—-04 which
superseded the April 10, 2018 OMB
Bulletin No. 18—-03. These bulletins
established revised delineations for
Metropolitan Statistical Areas,
Micropolitan Statistical Areas, and
Combined Statistical Areas, and
provided guidance on the use of the
delineations of these statistical areas. A
copy of OMB Bulletin No. 18-04 may be
obtained at: https://www.bls.gov/bls/
omb-bulletin-18-04-revised-
delineations-of-metropolitan-statistical-
areas.pdyf.

On March 6, 2020, OMB issued
Bulletin No. 20-01, which provided
updates to and superseded OMB
Bulletin No. 18—04 that was issued on
September 14, 2018. The attachments to
OMB Bulletin No. 20-01 provided
detailed information on the update to
statistical areas since September 14,
2018, and were based on the application
of the 2010 Standards for Delineating
Metropolitan and Micropolitan
Statistical Areas to Census Bureau
population estimates for July 1, 2017
and July 1, 2018. (For a copy of this
bulletin, we refer readers to https://
www.whitehouse.gov/wp-content/
uploads/2020/03/Bulletin-20-01.pdf.) In
OMB Bulletin No. 20-01, OMB
announced one new Micropolitan
Statistical Area, one new component of
an existing Combined Statistical Are
and changes to New England City and
Town Area (NECTA) delineations. In
the CY 2021 HH PPS final rule (85 FR
70298) we stated that if appropriate, we
would propose any updates from OMB
Bulletin No. 2001 in future

rulemaking. After reviewing OMB
Bulletin No. 20-01, we have determined
that the changes in Bulletin 20-01
encompassed delineation changes that
would not affect the Medicare wage
index for CY 2022. Specifically, the
updates consisted of changes to NECTA
delineations and the redesignation of a
single rural county into a newly created
Micropolitan Statistical Area. The
Medicare wage index does not utilize
NECTA definitions, and, as most
recently discussed in the CY 2021 HH
PPS final rule (85 FR 70298) we include
hospitals located in Micropolitan
Statistical areas in each State’s rural
wage index. Therefore, while we
proposed to adopt the updates set forth
in OMB Bulletin No. 20-01 consistent
with our longstanding policy of
adopting OMB delineation updates, we
note that specific wage index updates
would not be necessary for CY 2022 as
a result of adopting these OMB updates.
In other words, these OMB updates
would not affect any geographic areas
for purposes of the wage index
calculation for CY 2022.

We received several comments on the
CY 2022 home health wage index
proposals. A summary of these
comments and our responses are as
follows:

Comment: A few commenters
recommended overarching changes to
the home health wage index including
the creation of a home health specific
wage index, allowing home health
agencies to appeal their wage index
values or utilize geographic
reclassification, and establishing a home
health floor of 0.80 similar to the
hospice floor.

Response: While we thank the
commenters for their recommendations,
these comments are outside the scope of
the proposed rule. Any changes to the
way we adjust home health payments to
account for geographic wage differences,
beyond the wage index proposals
discussed in the CY 2022 HH PPS
proposed rule (86 FR 35874), would
have to go through notice and comment
rulemaking. While CMS and other
stakeholders have explored potential
alternatives to using OMB’s statistical
area definitions, CMS continues to
explore potential alternatives to explore
alternatives to using OMB’s delineations
but we continue to believe that in the
absence of home health specific wage
data, using the pre-floor, pre-reclassified
hospital wage data is appropriate and
reasonable for home health payments.
The reclassification provision at section
1886(d)(10)(C)(i) of the Act states that
the Board shall consider the application
of any subsection (d) hospital requesting
the Secretary change the hospital’s
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geographic classification. The
reclassification provision found in
section 1886(d)(10) of the Act is specific
to hospital inpatient prospective
payment system (IPPS) hospitals only.

Additionally, the application of the
hospice floor is specific to hospices and
does not apply to HHAs. The hospice
floor was developed through a
negotiated rulemaking advisory
committee, under the process
established by the Negotiated
Rulemaking Act of 1990 (Pub. L. 101—
648). Committee members included
representatives of national hospice
associations; rural, urban, large, and
small hospices; multi-site hospices;
consumer groups; and a government
representative. The Committee reached
consensus on a methodology that
resulted in the hospice wage index.
Because the reclassification provision
applies only to hospitals, and the
hospice floor applies only to hospices,
we continue to believe the use of the
pre-floor and pre-reclassified hospital
wage index results in the most
appropriate adjustment to the labor
portion of the home health payment
rates. This position is longstanding and
consistent with other Medicare payment
systems (for example, SNF PPS, IRF
PPS, and Hospice).

Comment: A commenter stated that
the pre-floor, pre-reclassified hospital
wage index is inadequate for adjusting
home health costs, particularly in States
like New York which has among the
nation’s highest labor costs now greatly
exacerbated by the States’
implementation of a phased in $15 per
hour minimum wage hike, the balance
of which is unfunded by Medicare”.

Response: Regarding minimum wage
standards, we note that such increases
would be reflected in future data used
to create the hospital wage index to the
extent that these changes to State
minimum wage standards are reflected
in increased wages to hospital staff.

Comment: A few commenters
recommended that CMS reconsider its
decision to apply the new OMB
geographic designations for CBSAs in
the annual wage index update.
Specifically, commenters had concerns
with wages index decreases for counties
in New Jersey that moved from the New
York City Metropolitan CBSA and now
make up the newly created New
Brunswick-Lakewood, NJ, CBSA as well
as Franklin County, Massachusetts, that
moved from rural to urban status.

Response: We remind commenters
that the revised OMB delineations were
finalized in the CY 2021 HH PPS final
rule (85 FR 70306). Additionally, we
continue to believe it is important for
the home health wage index to use the

latest OMB delineations available in
order to maintain an accurate and up-to-
date payment system that reflects the
reality of population shifts and labor
market conditions. We note that the
wage-index value is applied to home
health payments are based on where the
individual is receiving home health
services and not the location of the
home health agency. For example, if a
home health agency in New Jersey is
servicing a patient in the New York City
Metropolitan CBSA, the wage index for
New York City would apply to the
payment.

Comment: A few commenters stated
that providers should be protected
against substantial payment reductions
due to dramatic reductions in wage
index values from 1 year to the next and
recommended that CMS maintain the 5
percent cap that was put in place for CY
2021. A commenter recommended that
CMS should implement a 2 percent cap
on wage index decreases for CY 2022.
Other commenters recommended that
CMS adopt a transition policy for home
health providers that mirrors the 5—
percent cap on annual wage index
reductions included in the FY 2022
IPPS/LTCH PPS final rule.

Response: We appreciate the
suggestions for improving the HH PPS
wage index. We did not propose
changes to the HH PPS wage index
methodology for CY 2022, and therefore
we are not finalizing any changes to that
methodology in this final rule. However,
we will take these comments into
consideration to potentially inform
future rulemaking.

Comment: A commenter stated that
rural areas are disproportionately
affected by what the commenter
artificially reduced rural hospital wage
indices. This commenter believes that in
areas with lower population densities,
travel costs are increased because of the
time and mileage involved in traveling
from patient to patient to provide
services, and the current method of
adjusting labor costs using the hospital
wage index does not accurately account
for increased travel costs and lost
productivity in serving rural areas.

Response: As discussed in the CY
2017 HH PPS final rule (81 FR 76721),
we do not believe that a population
density adjustment is appropriate at this
time. Rural HHAs continually cite the
added cost of traveling from one patient
to the next. However, urban HHAs cite
the added costs associated with needed
security measures and traffic
congestion. The home health wage
index values in rural areas are not
necessarily lower than the home health
wage index values in urban areas. The
home health wage index reflects the

wages that inpatient hospitals pay in
their local geographic areas.

Final Decision: After considering the
comments received in response to the
CY 2022 HH PPS proposed rule, we are
finalizing our proposal to continue to
use the pre-floor, pre-reclassified
hospital inpatient wage index with no 5
percent cap on wage index decreases as
the wage adjustment to the labor portion
of the HH PPS rates. For CY 2022, the
updated wage data are for the hospital
cost reporting periods beginning on or
after October 1, 2017 and before October
1, 2018 (FY 2018 cost report data).

The final CY 2022 HH PPS wage
index is available on the CMS website
at: https://www.cms.gov/Center/
Provider-Type/Home-Health-Agency-
HHA-Center.

c. CY 2022 Annual Payment Update
(1) Background

The HH PPS has been in effect since
October 1, 2000. As set forth in the July
3, 2000 final rule (65 FR 41128), the
base unit of payment under the HH PPS
was a national, standardized 60-day
episode payment rate. As finalized in
the CY 2019 HH PPS final rule with
comment period (83 FR 56406), and as
described in the CY 2020 HH PPS final
rule with comment period (84 FR
60478), the unit of home health
payment changed from a 60-day episode
to a 30-day period effective for those 30-
day periods beginning on or after
January 1, 2020.

As set forth in § 484.220, we adjust
the national, standardized prospective
payment rates by a case-mix relative
weight and a wage index value based on
the site of service for the beneficiary. To
provide appropriate adjustments to the
proportion of the payment amount
under the HH PPS to account for area
wage differences, we apply the
appropriate wage index value to the
labor portion of the HH PPS rates. In the
CY 2019 HH PPS final rule with
comment period (83 FR 56435), we
finalized rebasing the home health
market basket to reflect 2016 Medicare
cost report data. We also finalized a
revision to the labor share to reflect the
2016-based home health market basket
compensation (Wages and Salaries plus
Benefits) cost weight. We finalized our
policy that for CY 2019 and subsequent
years, the labor share would be 76.1
percent and the non-labor share would
be 23.9 percent. The following are the
steps we take to compute the case-mix
and wage-adjusted 30-day period
payment amount for CY 2022:

e Multiply the national, standardized
30-day period rate by the patient’s
applicable case-mix weight.
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¢ Divide the case-mix adjusted
amount into a labor (76.1 percent) and
a non-labor portion (23.9 percent).

e Multiply the labor portion by the
applicable wage index based on the site
of service of the beneficiary.

¢ Add the wage-adjusted portion to
the non-labor portion, yielding the case-
mix and wage adjusted 30-day period
payment amount, subject to any
additional applicable adjustments.

We provide annual updates of the HH
PPS rate in accordance with section
1895(b)(3)(B) of the Act. Section 484.225
sets forth the specific annual percentage
update methodology. In accordance
with section 1895(b)(3)(B)(v) of the Act
and §484.225(i), for an HHA that does
not submit home health quality data, as
specified by the Secretary, the
unadjusted national prospective 30-day
period rate is equal to the rate for the
previous calendar year increased by the
applicable home health payment
update, minus 2 percentage points. Any
reduction of the percentage change
would apply only to the calendar year
involved and would not be considered
in computing the prospective payment
amount for a subsequent calendar year.

The final claim that the HHA submits
for payment determines the total
payment amount for the period and
whether we make an applicable
adjustment to the 30-day case-mix and
wage-adjusted payment amount. The
end date of the 30-day period, as
reported on the claim, determines
which calendar year rates Medicare will
use to pay the claim.

We may adjust a 30-day case-mix and
wage-adjusted payment based on the
information submitted on the claim to
reflect the following:

e A LUPA is provided on a per-visit
basis as set forth in §§484.205(d)(1) and
484.230.

e A PEP adjustment as set forth in
§§484.205(d)(2) and 484.235.

¢ An outlier payment as set forth in
§§484.205(d)(3) and 484.240.

(2) CY 2022 National, Standardized 30-
Day Period Payment Amount

In the CY 2022 HH PPS proposed rule
(86 FR 35880), CMS provided
preliminary monitoring data for the first
year of the PDGM and presented a
repricing method to determine the
differences between assumed and actual
behavior changes and the impact of
such on estimated aggregate
expenditures. For CY 2022, we did not
propose to make any additional
permanent or temporary adjustments to
the national, standardized 30-day period
payment in accordance with section
1895(b)(3)(D) of the Act.

Section 1895(b)(3)(A)(i) of the Act
requires that the standard prospective
payment rate and other applicable
amounts be standardized in a manner
that eliminates the effects of variations
in relative case-mix and area wage
adjustments among different home
health agencies in a budget-neutral
manner. To determine the CY 2022
national, standardized 30-day period
payment rate, we apply a case-mix
weights recalibration budget neutrality
factor, a wage index budget neutrality
factor and the home health payment
update percentage discussed in section
III.C.2. of this final rule. As discussed
previously, to ensure the changes to the
PDGM case-mix weights are
implemented in a budget neutral
manner, we apply a case-mix weights
budget neutrality factor to the CY 2021
national, standardized 30-day period
payment rate. The final case-mix
weights budget neutrality factor for CY
2022 is 1.0396.

Additionally, we also apply a wage
index budget neutrality to ensure that
wage index updates and revisions are
implemented in a budget neutral

manner. Typically, the wage index
budget neutrality factor is calculated
using the most recent, complete home
health claims data available. However,
due to the COVID-19 PHE, we looked at
using the previous calendar year’s home
health claims data (CY 2019) to
determine if there were significant
differences between utilizing 2019 and
2020 claims data. Our analysis showed
that there is only a small difference
between the wage index budget
neutrality factors calculated using CY
2019 and CY 2020 home health claims
data. Therefore, we decided to continue
our practice of using the most recent
and complete home health claims data
available; that is why we used CY 2020
claims data for the CY 2022 payment
rate updates.

To calculate the wage index budget
neutrality factor, we first determine the
payment rate needed for non-LUPA 30-
day periods using the CY 2022 wage
index so those total payments are
equivalent to the total payments for
non-LUPA 30-day periods using the CY
2021 wage index and the CY 2021
national standardized 30-day period
payment rate adjusted by the case-mix
weights recalibration neutrality factor.
Then, by dividing the payment rate for
non-LUPA 30-day periods using the CY
2022 wage index by the payment rate for
non-LUPA 30-day periods using the CY
2021 wage index, we obtain a wage
index budget neutrality factor of 1.0019.
We then apply the wage index budget
neutrality factor of 1.0019 to the 30-day
period payment rate.

Next, we update the 30-day period
payment rate by the CY 2022 home
health payment update percentage of 2.6
percent. The CY 2022 national,
standardized 30-day period payment
rate is calculated in Table 16.

TABLE 16: CY 2022 NATIONAL, STANDARDIZED 30-DAY PERIOD PAYMENT

AMOUNT
CY 2021 National Case-Mix Weights Wage Index Budget CY2022 HH CY 2022 National,
Standardized 30-Day Recalibration Neutrality Factor Payment Standardized 30-Day Period
Period Payment Neutrality Factor Update Payment
$1,901.12 1.0396 1.0019 1.026 $2,031.64

The CY 2022 national, standardized
30-day period payment rate for an HHA
that does not submit the required

quality data is updated by the CY 2022
home health payment update of 2.6

percent minus 2 percentage points and
is shown in Table 17.
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TABLE 17: CY 2022 NATIONAL, STANDARDIZED 30-DAY PERIOD PAYMENT
AMOUNT FOR HHAS THAT DO NOT SUBMIT THE QUALITY DATA

CY 2021 National Case-Mix Weights Wage Index CY 2022 HH CY 2022 National,
Standardized 30-Day Recalibration Budget Payment Update | Standardized 30-Day Period
Period Payment Neutrality Factor Neutrality Minus 2 Payment
Factor Percentage Points
$1,901.12 1.0396 1.0019 1.006 $1,992.04

(3) CY 2022 National Per-Visit Rates for
30-day Periods of Care

The national per-visit rates are used to
pay LUPAs and to compute imputed
costs in outlier calculations. The per-
visit rates are paid by type of visit or
home health discipline. The six HH
disciplines are as follows:

e Home health aide (HH aide).

e Medical Social Services (MSS).
Occupational therapy (OT).

Physical therapy (PT).

Skilled nursing (SN).
Speech-language pathology (SLP).

To calculate the CY 2022 national per-
visit rates, we started with the CY 2021
national per-visit rates then we applied
a wage index budget neutrality factor to
ensure budget neutrality for LUPA per-

visit payments. We calculated the wage
index budget neutrality factor by
simulating total payments for LUPA 30-
day periods of care using the CY 2022
wage index and comparing it to
simulated total payments for LUPA 30-
day periods of care using the CY 2021
wage index. By dividing the payment
rates for LUPA 30-day periods of care
using the CY 2022 wage index by the
payment rates for LUPA 30-day periods
of care using the CY 2021 wage index,
we obtained a wage index budget
neutrality factor of 1.0019. We apply the
wage index budget neutrality factor in
order to calculate the CY 2022 national
per—visit rates.

The LUPA per-visit rates are not
calculated using case-mix weights
therefore, no case-mix weights budget

neutrality factor is needed to ensure
budget neutrality for LUPA payments.
Lastly, the per-visit rates for each
discipline are updated by the CY 2022
home health payment update percentage
of 2.6 percent. The national per-visit
rates are adjusted by the wage index
based on the site of service of the
beneficiary. The per-visit payments for
LUPAs are separate from the LUPA add-
on payment amount, which is paid for
episodes that occur as the only episode
or initial episode in a sequence of
adjacent episodes. The CY 2022 national
per—visit rates for HHAs that submit the
required quality data are updated by the
CY 2022 home health payment update
percentage of 2.6 percent and are shown
in Table 18.

TABLE 18: CY 2022 NATIONAL PER-VISIT PAYMENT AMOUNTS

N CY 2021 Per-Visit Wage Index CY 2022 HH CY 2022 Per-Visit
HH Discipline Budget Neutrality
Payment Amount Payment Update Amount
Factor
Home Health Aide $69.11 X 1.0019 X 1.026 $71.04
Medical Social Services $244.64 X 1.0019 X 1.026 $251.48
Occupational Therapy $167.98 X 1.0019 X 1.026 $172.67
Physical Therapy $166.83 X 1.0019 X 1.026 $171.49
Skilled Nursing $152.63 X 1.0019 X 1.026 $156.90
Speech-Language Pathology $181.34 X 1.0019 X 1.026 $186.41

The CY 2022 per-visit payment rates
for HHAs that do not submit the
required quality data are updated by the

CY 2020 home health payment update
percentage of 2.6 percent minus 2

percentage points and are shown in
Table 19.
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TABLE 19: CY 2022 NATIONAL PER-VISIT PAYMENT AMOUNTS
FOR HHAS THAT DO NOT SUBMIT THE REQUIRED QUALITY DATA

CY 2021 Wage Index
T .. Budget CY 2022 HH Payment Update | CY 2022 Per-Visit
HH Discipline Per-Visit . . .
A Neutrality Minus 2 Percentage Points Amount
mount
Factor

Home Health Aide $69.11 X 1.0019 X 1.006 $69.66
Medical Social Services $244.64 X 1.0019 X 1.006 $246.58
Occupational Therapy $167.98 X 1.0019 X 1.006 $169.31
Physical Therapy $166.83 X 1.0019 X 1.006 $168.15
Skilled Nursing $152.63 X 1.0019 X 1.006 $153.84
Speech-Language Pathology $181.34 X 1.0019 X 1.006 $182.77

The following is a summary of the
public comments received about the CY
2022 payment update and our response.

Comment: Several commenters stated
their support for the CY 2022 home
health payment update. However, many
stated that with the increasing demand
of the home health industry because of
the COVID-19 PHE, CMS should
consider increasing Medicare payments
to ensure that HHAs are able to provide
quality care. MedPAC mentioned that
though CMS was updating payment
rates according to statute, they believe
that payments were higher than
necessary and should be reduced.
Additionally, several commenters
recommended that CMS establish a
process and methodology to modify
HHA payment systems and rates when
an extreme and uncontrollable
circumstance (for example, PHE) occurs
to accurately account for new costs
triggered by the emergency, such as
personal protective equipment (PPE).

Response: We thank commenters for
expressing their concerns. CMS is
statutorily required to update the
payment rates under the prospective
payment system by the home health
percentage in accordance with section
1895(b)(3)(B) of the Act. We understand
commenters’ request to establish a
process to modify payments during an
unforeseen circumstance, such as a
PHE. However, we do not have the
statutory authority to modify the HH
PPS methodology, in the event of an
extreme and uncontrollable
circumstance.

Final Decision: For CY 2022, we are
finalizing the national, standardized 30-
day payment rates, the per-visit
payment rates, and the home health
payment update percentage of 2.6
percent for providers submitting quality
data and 0.6 percent for those not
submitting quality data.

We are reminding stakeholders of the
policies finalized in the CY 2020 HH
PPS final rule with comment period (84
FR 60544) and the implementation of a
new one-time Notice of Admission
(NOA) process starting in CY 2022. In
that final rule, we finalized the lowering
of the up-front payment made in
response to Requests for Anticipated
Payment (RAPs) to zero percent for all
30-day periods of care beginning on or
after January 1, 2021 (84 FR 60544). For
CY 2021, all HHAs (both existing and
newly-enrolled HHAs) were required to
submit a RAP at the beginning of each
30-day period in order to establish the
home health period of care in the
common working file and also to trigger
the consolidated billing edits. With the
removal of the upfront RAP payment for
CY 2021, we relaxed the required
information for submitting the RAP for
CY 2021 and also stated that the
information required for submitting an
NOA for CYs 2022 and subsequent years
would mirror that of the RAP in CY
2021. Starting in CY 2022, HHAs will
submit a one-time NOA that establishes
the home health period of care and
covers all contiguous 30-day periods of
care until the individual is discharged
from Medicare home health services.
Also, for the one-time NOA for CYs
2022 and subsequent years, we finalized
a payment reduction if the HHA does
not submit the NOA within 5 calendar
days from the start of care. That is, if an
HHA fails to submit a timely NOA for
CYs 2022 and subsequent years, the
reduction in payment amount would be
equal to a 1/30 reduction to the wage
and case-mix adjusted 30-day period
payment amount for each day from the
home health start of care date until the
date the HHA submitted the NOA. In
other words, the 1/30 reduction would
be to the 30-day period adjusted
payment amount, including any outlier

payment, that the HHA otherwise would
have received absent any reduction. For
LUPA 30-day periods of care in which
an HHA fails to submit a timely NOA,
no LUPA payments would be made for
days that fall within the period of care
prior to the submission of the NOA. We
stated that these days would be a
provider liability, the payment
reduction could not exceed the total
payment of the claim, and that the
provider may not bill the beneficiary for
these days.

We remind stakeholders that for
purposes of determining if an NOA is
timely-filed, the NOA must be
submitted within 5 calendar days after
the start of care for the first 30-day
period of care. For example, if the start
of care for the first 30-day period is
January 1, 2022, the NOA would be
considered timely-filed if it is submitted
on or before January 6, 2022.

Example

1/1/2022 = Day O (start of the first 30-
day period of care).

1/6/2022 = Day 5 (An NOA submitted
on or before this date would be
considered ‘“‘timely—filed”.)

1/7/2022 and after = Day 6 and
subsequent days (An NOA submitted on
and after this date would trigger the
penalty.) In the event that the NOA is
not timely-filed, the penalty is
calculated from the first day of that 30-
day period (in the example, the penalty
calculation would begin with the start of
care date of January 1, 2022, counting as
the first day of the penalty) until the
date of the submission of the NOA.

Also, in the CY 2020 HH PPS final
rule with comment period (84 FR
60478), we finalized exceptions to the
timely filing consequences of the NOA
requirements at § 484.205(j)(4).
Specifically, we finalized our policy
that CMS may waive the consequences
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of failure to submit a timely-filed NOA
if it is determined that a circumstance
encountered by a home health agency is
exceptional and qualifies for waiver of
the consequence. As finalized in the CY
2020 HH PPS final rule with comment
period and as set forth in regulation at
§484.205(j)(4), an exceptional
circumstance may be due to, but is not
limited to the following:

¢ Fires, floods, earthquakes, or
similar unusual events that inflict
extensive damage to the home health
agency’s ability to operate.

¢ A CMS or Medicare contractor
systems issue that is beyond the control
of the home health agency.

¢ A newly Medicare-certified home
health agency that is notified of that
certification after the Medicare
certification date, or which is awaiting
its user ID from its Medicare contractor.

e Other situations determined by
CMS to be beyond the control of the
home health agency.

If an HHA believes that there is a
circumstance that may qualify for an
exception, the HHA must fully
document and furnish any requested
documentation to their MAC for a
determination of exception.

Though we did not solicit comments
on the previously finalized NOA
process for CY 2022, we did receive
several comments on various
components of the finalized policy.
However, these comments were out of
scope of the proposed rule because we
did not propose to make any changes to
the finalized policy. For more in-depth
information regarding the finalized
policies associated with the new one-
time NOA process, we refer readers to
the CY 2020 HH PPS final rule with
comment period (84 FR 60544) as well
as the regulations at § 484.205(j).

(4) LUPA Add-On Factors

Prior to the implementation of the 30-
day unit of payment, LUPA episodes
were eligible for a LUPA add-on
payment if the episode of care was the
first or only episode in a sequence of
adjacent episodes. As stated in the CY
2008 HH PPS final rule, the average visit
lengths in these initial LUPAs are 16 to
18 percent higher than the average visit
lengths in initial non-LUPA episodes
(72 FR 49848). LUPA episodes that
occur as the only episode or as an initial
episode in a sequence of adjacent
episodes are adjusted by applying an
additional amount to the LUPA
payment before adjusting for area wage
differences. In the CY 2014 HH PPS
final rule (78 FR 72305), we changed the
methodology for calculating the LUPA
add-on amount by finalizing the use of
three LUPA add-on factors: 1.8451 for

SN; 1.6700 for PT; and 1.6266 for SLP.
We multiply the per-visit payment
amount for the first SN, PT, or SLP visit
in LUPA episodes that occur as the only
episode or an initial episode in a
sequence of adjacent episodes by the
appropriate factor to determine the
LUPA add-on payment amount.

In the CY 2019 HH PPS final rule with
comment period (83 FR 56440), in
addition to finalizing a 30-day unit of
payment, we finalized our policy of
continuing to multiply the per-visit
payment amount for the first skilled
nursing, physical therapy, or speech-
language pathology visit in LUPA
periods that occur as the only period of
care or the initial 30-day period of care
in a sequence of adjacent 30-day periods
of care by the appropriate add-on factor
(1.8451 for SN, 1.6700 for PT, and
1.6266 for SLP) to determine the LUPA
add-on payment amount for 30-day
periods of care under the PDGM. For
example, using the final CY 2022 per-
visit payment rates for those HHAs that
submit the required quality data, for
LUPA periods that occur as the only
period or an initial period in a sequence
of adjacent periods, if the first skilled
visit is SN, the payment for that visit
would be $289.50 (1.8451 multiplied by
$156.90), subject to area wage
adjustment.

(5) Occupational Therapy LUPA Add-
On Factor

In order to implement Division CC,
section 115, of CAA 2021, we proposed
conforming changes to regulations at
§484.55(a)(2) and (b)(3) that were
revised to allow OTs to conduct initial
and comprehensive assessments for all
Medicare beneficiaries under the home
health benefit when the plan of care
does not initially include skilled
nursing care, but includes either PT or
SLP. Because of this change, we
proposed to establish a LUPA add-on
factor for calculating the LUPA add-on
payment amount for the first skilled
occupational therapy visit in LUPA
periods that occurs as the only period of
care or the initial 30-day period of care
in a sequence of adjacent 30-day periods
of care. Currently, there is no sufficient
data regarding the average excess of
minutes for the first visit in LUPA
periods when the initial and
comprehensive assessments are
conducted by occupational therapists.
Therefore, we proposed to utilize the PT
LUPA add-on factor of 1.6700 as a proxy
until we have CY 2022 data to establish
a more accurate OT add-on factor for the
LUPA add-on payment amounts. We
believe the similarity in the per-visit
payment rates for both PT and OT make
the PT LUPA add-on factor the most

appropriate proxy. We solicited
comments on this proposal.

Comment: Commenters were in
support of CMS creating an OT add-on
factor for the OT LUPA add-on
payments. Additionally, there was
support utilizing the PT LUPA add-on
factor as a proxy until there is enough
CY 2022 data to create an OT add-on
factor for the OT LUPA add-on
payments.

Response: We thank commenters for
their support of the OT add-on factor.

Final Decision: We are finalizing our
proposal to use the PT add-on factor as
a proxy for the OT add-on factor, until
we have sufficient CY 2022 data to
create an OT add-on factor.

d. Rural Add-On Payments for CY 2022
(1) Background

Section 421(a) of the Medicare
Prescription Drug Improvement and
Modernization Act of 2003 (MMA) (Pub.
L. 108-173) required, for home health
services furnished in a rural area (as
defined in section 1886(d)(2)(D) of the
Act), for episodes or visits ending on or
after April 1, 2004, and before April 1,
2005, that the Secretary increase the
payment amount that otherwise would
have been made under section 1895 of
the Act for the services by 5 percent.
Section 5201 of the Deficit Reduction
Act of 2003 (DRA) (Pub. L 108-171)
amended section 421(a) of the MMA.
The amended section 421(a) of the
MMA required, for home health services
furnished in a rural area (as defined in
section 1886(d)(2)(D) of the Act), on or
after January 1, 2006, and before January
1, 2007, that the Secretary increase the
payment amount otherwise made under
section 1895 of the Act for those
services by 5 percent.

Section 3131(c) of the Affordable Care
Act amended section 421(a) of the MMA
to provide an increase of 3 percent of
the payment amount otherwise made
under section 1895 of the Act for home
health services furnished in a rural area
(as defined in section 1886(d)(2)(D) of
the Act), for episodes and visits ending
on or after April 1, 2010, and before
January 1, 2016. Section 210 of the
MACRA amended section 421(a) of the
MMA to extend the rural add-on by
providing an increase of 3 percent of the
payment amount otherwise made under
section 1895 of the Act for home health
services provided in a rural area (as
defined in section 1886(d)(2)(D) of the
Act), for episodes and visits ending
before January 1, 2018.

Section 50208(a) of the BBA of 2018
amended section 421(a) of the MMA to
extend the rural add-on by providing an
increase of 3 percent of the payment
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amount otherwise made under section
1895 of the Act for home health services
provided in a rural area (as defined in
section 1886(d)(2)(D) of the Act), for
episodes and visits ending before
January 1, 2019.

(2) Rural Add-on Payments for CYs 2019
through CY 2022

Section 50208(a)(1)(D) of the BBA of
2018 added a new subsection (b) to
section 421 of the MMA to provide rural
add-on payments for episodes or visits
ending during CYs 2019 through 2022.
It also mandated implementation of a
new methodology for applying those
payments. Unlike previous rural add-
ons, which were applied to all rural
areas uniformly, the extension provided
varying add-on amounts depending on
the rural county (or equivalent area)
classification by classifying each rural
county (or equivalent area) into one of
three distinct categories: (1) Rural
counties and equivalent areas in the
highest quartile of all counties and
equivalent areas based on the number of
Medicare home health episodes
furnished per 100 individuals who are

entitled to, or enrolled for, benefits
under Part A of Medicare or enrolled for
benefits under Part B of Medicare only,
but not enrolled in a Medicare
Advantage plan under Part C of
Medicare (the “High utilization”
category); (2) rural counties and
equivalent areas with a population
density of 6 individuals or fewer per
square mile of land area and are not
included in the “High utilization”
category (the “Low population density”
category); and (3) rural counties and
equivalent areas not in either the ‘“High
utilization” or “Low population
density” categories (the “All other”
category).

In the CY 2019 HH PPS final rule with
comment period (83 FR 56443), CMS
finalized policies for the rural add-on
payments for CY 2019 through CY 2022,
in accordance with section 50208 of the
BBA of 2018. The CY 2019 HH PPS
proposed rule (83 FR 32373) described
the provisions of the rural add-on
payments, the methodology for applying
the new payments, and outlined how
we categorized rural counties (or
equivalent areas) based on claims data,

the Medicare Beneficiary Summary File
and Census data. The data used to
categorize each county or equivalent
area is available in the Downloads
section associated with the publication
of this rule at: https://www.cms.gov/
Medicare/Medicare-Fee-for-Service-
Payment/HomeHealthPPS/Home-
Health-Prospective-Payment-System-
Regulations-and-Notices.html. In
addition, an Excel file containing the
rural county or equivalent area name,
their Federal Information Processing
Standards (FIPS) State and county
codes, and their designation into one of
the three rural add-on categories is
available for download.

The HH PRICER module, located
within CMS’ claims processing system,
would increase the CY 2022 30-day base
payment rates, described in section
II1.C.3. of this final rule, by the
appropriate rural add-on percentage
prior to applying any case-mix and wage
index adjustments. The CY 2019
through CY 2022 rural add-on
percentages outlined in law are shown
in Table 20.

TABLE 20: HOME HEALTH PPS RURAL ADD-ON PERCENTAGES,

CYs 2019-2022

Category CY 2019 CY 2020 CY 2021 CY 2022
High utilization 1.5% 0.5% None None
Low population density 4.0% 3.0% 2.0% 1.0%
A1l other 3.0% 2.0% 1.0% None

Though we did not make any
proposals regarding the rural add-on
percentages in the CY 2022 HH PPS
proposed rule, we did receive some
comments as summarized in this section
of this final rule.

Comment: While commenters
understood the rural add-on payments
decrease has been mandated by the BBA
of 2018, many expressed continued
concern and frustration of the reduction
in support for access to rural
beneficiaries. Commenters stated that
providers in rural areas face higher
overhead expenses due to increased
travel time between patients as well as
demands for extra staff in areas where
workforce challenges already exist. A
few commenters suggested that CMS
should work with Congress to provide
immediate relief to rural home health
providers that face increased costs
responding to patient’s during the
COVID-19 PHE and to maintain the
rural add-on payment at 3 percent in
order to protect Medicare beneficiaries’

access to home health in rural
communities.

Response: We thank commenters for
their recommendations. We understand
commenter concerns about the phase-
out of rural add-on payments and
potential effects on rural HHAs.
However, because the current rural add-
on policy is statutory, we have no
regulatory discretion to modify or
extend it. CMS will continue to monitor
patient access to home health services
and the costs associated with providing
home health care in rural versus urban
areas.

Final Decision: Policies for the
provision of rural add-on payments for
CY 2019 through CY 2022 were
finalized in the CY 2019 HH PPS final
rule with comment period (83 FR
56443), in accordance with section
50208 of the BBA of 2018. The data
used to categorize each county or
equivalent area are available in the
downloads section associated with the
publication of this rule at: https://

www.cms.gov/Medicare/Medicare-Fee-
for-Service-Payment/HomeHealthPPS/
Home-Health-Prospective-Payment-
System-Regulations-and-Notices. In
addition, an Excel file containing the
rural county or equivalent area name,
their Federal Information Processing
Standards (FIPS) state and county
codes, and their designation into one of
the three rural add-on categories is
available for download.

e. Payments for High-Cost Outliers
Under the HH PPS

(1) Background

Section 1895(b)(5) of the Act allows
for the provision of an addition or
adjustment to the home health payment
amount otherwise made in the case of
outliers because of unusual variations in
the type or amount of medically
necessary care. Under the HH PPS and
the previous unit of payment (that is,
60-day episodes), outlier payments were
made for 60-day episodes whose
estimated costs exceed a threshold
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amount for each Home Health Resource
Group (HHRG). The episode’s estimated
cost was established as the sum of the
national wage-adjusted per visit
payment amounts delivered during the
episode. The outlier threshold for each
case-mix group or PEP adjustment
defined as the 60-day episode payment
or PEP adjustment for that group plus a
fixed-dollar loss (FDL) amount. For the
purposes of the HH PPS, the FDL
amount is calculated by multiplying the
home health FDL ratio by a case’s wage-
adjusted national, standardized 60-day
episode payment rate, which yields an
FDL dollar amount for the case. The
outlier threshold amount is the sum of
the wage and case-mix adjusted PPS
episode amount and wage-adjusted FDL
amount. The outlier payment is defined
to be a proportion of the wage-adjusted
estimated cost that surpasses the wage-
adjusted threshold. The proportion of
additional costs over the outlier
threshold amount paid as outlier
payments is referred to as the loss-
sharing ratio.

As we noted in the CY 2011 HH PPS
final rule (75 FR 70397, 70399), section
3131(b)(1) of the Affordable Care Act
amended section 1895(b)(3)(C) of the
Act to require that the Secretary reduce
the HH PPS payment rates such that
aggregate HH PPS payments were
reduced by 5 percent. In addition,
section 3131(b)(2) of the Affordable Care
Act amended section 1895(b)(5) of the
Act by redesignating the existing
language as section 1895(b)(5)(A) of the
Act and revised the language to state
that the total amount of the additional
payments or payment adjustments for
outlier episodes could not exceed 2.5
percent of the estimated total HH PPS
payments for that year. Section
3131(b)(2)(C) of the Affordable Care Act
also added section 1895(b)(5)(B) of the
Act, which capped outlier payments as
a percent of total payments for each
HHA for each year at 10 percent.

As such, beginning in CY 2011, we
reduced payment rates by 5 percent and
targeted up to 2.5 percent of total
estimated HH PPS payments to be paid
as outliers. To do so, we first returned
the 2.5 percent held for the target CY
2010 outlier pool to the national,
standardized 60-day episode rates, the
national per visit rates, the LUPA add-
on payment amount, and the NRS
conversion factor for CY 2010. We then
reduced the rates by 5 percent as
required by section 1895(b)(3)(C) of the
Act, as amended by section 3131(b)(1) of
the Affordable Care Act. For CY 2011
and subsequent calendar years we
targeted up to 2.5 percent of estimated
total payments to be paid as outlier

payments, and apply a 10—percent
agency-level outlier cap.

In the CY 2017 HH PPS proposed and
final rules (81 FR 43737, 43742 and 81
FR 76702), we described our concerns
regarding patterns observed in home
health outlier episodes. Specifically, we
noted the methodology for calculating
home health outlier payments may have
created a financial incentive for
providers to increase the number of
visits during an episode of care in order
to surpass the outlier threshold; and
simultaneously created a disincentive
for providers to treat medically complex
beneficiaries who require fewer but
longer visits. Given these concerns, in
the CY 2017 HH PPS final rule (81 FR
76702), we finalized changes to the
methodology used to calculate outlier
payments, using a cost-per-unit
approach rather than a cost-per-visit
approach. This change in methodology
allows for more accurate payment for
outlier episodes, accounting for both the
number of visits during an episode of
care and the length of the visits
provided. Using this approach, we now
convert the national per-visit rates into
per 15-minute unit rates. These per 15-
minute unit rates are used to calculate
the estimated cost of an episode to
determine whether the claim will
receive an outlier payment and the
amount of payment for an episode of
care. In conjunction with our finalized
policy to change to a cost-per-unit
approach to estimate episode costs and
determine whether an outlier episode
should receive outlier payments, in the
CY 2017 HH PPS final rule we also
finalized the implementation of a cap on
the amount of time per day that would
be counted toward the estimation of an
episode’s costs for outlier calculation
purposes (81 FR 76725). Specifically,
we limit the amount of time per day
(summed across the six disciplines of
care) to 8 hours (32 units) per day when
estimating the cost of an episode for
outlier calculation purposes.

In the CY 2017 HH PPS final rule (81
FR 76724), we stated that we did not
plan to re-estimate the average minutes
per visit by discipline every year.
Additionally, the per unit rates used to
estimate an episode’s cost were updated
by the home health update percentage
each year, meaning we would start with
the national per visit amounts for the
same calendar year when calculating the
cost-per-unit used to determine the cost
of an episode of care (81 FR 76727). We
will continue to monitor the visit length
by discipline as more recent data
becomes available, and may propose to
update the rates as needed in the future.

In the CY 2019 HH PPS final rule with
comment period (83 FR 56521), we

finalized a policy to maintain the
current methodology for payment of
high-cost outliers upon implementation
of the PDGM beginning in CY 2020 and
calculated payment for high-cost
outliers based upon 30-day period of
care. Upon implementation of the
PDGM and 30-day unit of payment, we
finalized the FDL ratio of 0.56 for 30-
day periods of care in CY 2020. Given
that CY 2020 was the first year of the
PDGM and the change to a 30-day unit
of payment, we finalized to maintain the
same FDL ratio of 0.56 in CY 2021 as we
did not have sufficient CY 2020 data at
the time of CY 2021 rulemaking to
propose a change to the FDL ratio for CY
2021.

(2) Fixed Dollar Loss (FDL) Ratio for CY
2022

For a given level of outlier payments,
there is a trade-off between the values
selected for the FDL ratio and the loss-
sharing ratio. A high FDL ratio reduces
the number of periods that can receive
outlier payments, but makes it possible
to select a higher loss-sharing ratio, and
therefore, increase outlier payments for
qualifying outlier periods. Alternatively,
a lower FDL ratio means that more
periods can qualify for outlier
payments, but outlier payments per
period must be lower.

The FDL ratio and the loss-sharing
ratio are selected so that the estimated
total outlier payments do not exceed the
2.5 percent aggregate level (as required
by section 1895(b)(5)(A) of the Act).
Historically, we have used a value of
0.80 for the loss-sharing ratio, which,
we believe, preserves incentives for
agencies to attempt to provide care
efficiently for outlier cases. With a loss-
sharing ratio of 0.80, Medicare pays 80
percent of the additional estimated costs
that exceed the outlier threshold
amount. For the proposed rule, with CY
2020 claims data (as of March 30, 2021),
we proposed an FDL ratio of 0.41. Using
CY 2020 claims data (as of July 12,
2021) showed that for CY 2022 the final
FDL ratio would need to be 0.40 to pay
up to, but no more than, 2.5 percent of
the total payment as outlier payments in
CY 2022.

For this final rule, simulating
payments using preliminary CY 2020
claims data (as of July 12, 2021) and the
CY 2021 HH PPS payment rates (85 FR
70316), we estimate that outlier
payments in CY 2021 would comprise
2.1 percent of total payments. Based on
simulations using CY 2020 claims data
(as of July 12, 2021) and the proposed
CY 2022 payment rates presented in
Section III.C.2 of this final rule, we
estimate that outlier payments would
constitute approximately 1.8 percent of
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total HH PPS payments in CY 2022. Our
simulations showed that the FDL ratio
would need to be changed from 0.56 to
0.40 to pay up to, but no more than, 2.5
percent of total payments as outlier
payments in CY 2022.

Comment: A commenter
recommended ending the outlier
provision and restore the 5 percent to
fund the outlier payments into regular
Medicare payments.

Response: The HH PPS allows for
outlier payments to be made to
providers for episodes that have
unusually large amounts of cost because
of a patient’s home health care needs.
Nevertheless, we believe that section
1895(b)(5)(A) of the Act allows the
Secretary the discretion as to whether or
not to have an outlier policy under the
HH PPS. CMS believes the outlier
provision is beneficial since it addresses
any additional or unpredictable cost
that is medically necessary for a patient.
In addition, we believe outlier payments
are beneficial in helping to mitigate the
incentive for HHAs to avoid patients
that need higher levels of medical care.

Final Decision: We are finalizing the
fixed-dollar loss ratio of 0.40 for CY
2022 so the estimated total outlier
payments are up to, but not more than,
2.5 percent of the payments estimated to
be made under the HH PPS.

6. Conforming Regulations Text Changes
Regarding Allowed Practitioners

As stated in the May 2020 COVID-19
interim final rule with comment period
(85 FR 27550), we amended the
regulations at parts 409, 424, and 484 to
implement section 3708 of the CARES
Act. This included defining a nurse
practitioner (NP), a clinical nurse
specialist (CNS), and a physician’s
assistant (PA) (as such qualifications are
defined at §§410.74 through 410.76) as
“allowed practitioners” (85 FR 27572).
This means that in addition to a
physician, as defined at section 1861(r)
of the Act, an allowed practitioner may
certify, establish and periodically
review the plan of care, as well as
supervise the provision of items and
services for beneficiaries under the
Medicare home health benefit.
Additionally, we amended the
regulations to reflect that we would
expect the allowed practitioner to also
perform the face-to-face encounter for
the patient for whom they are certifying
eligibility; however, if a face-to-face
encounter is performed by a physician
or an allowed non-physician
practitioner (NPP), as set forth in
§424.22(a)(1)(v)(A), in an acute or post-
acute facility, from which the patient
was directly admitted to home health,
the certifying allowed practitioner may

be different from the physician or
allowed practitioner that performed the
face-to-face encounter. These
regulations text changes are not time
limited to the period of the COVID-19
PHE.

When implementing plan of care
changes in the CY 2021 HH PPS final
rule (85 FR 70298), the term “‘allowed
practitioner” was inadvertently deleted
from the regulation text at § 409.43.
Therefore, in the CY 2022 HH PPS
proposed rule (86 FR 35915), we
proposed conforming regulations text
changes at §409.43 to reflect that
allowed practitioners, in addition to
physicians, may establish and
periodically review the plan of care.

Comment: Commenters were
supportive of the proposed conforming
regulations text changes at § 409.43 and
noted that they are appreciative of CMS’
attention to updating the regulations to
prevent confusion regarding who is
authorized to establish and review the
home health plan of care. Additional
commenters requested changes to the
regulations at 42 CFR 424.22.

Response: We thank commenters for
their review of the rule and support of
the changes at § 409.43, and note that
the suggested changes at 42 CFR 424.22
are out of scope of this final rule and
would require a notice of proposed
rulemaking.

Final Decision: We are finalizing the
conforming regulations at §409.43,
consistent with section 3708 of the
CARES Act to allow “allowed
practitioners” to establish and
periodically review the home health
plan of care.

III. Home Health Value-Based
Purchasing (HHVBP) Model

A. Expansion of the HHVBP Model
Nationwide

1. Background

As authorized by section 1115A of the
Act and finalized in the CY 2016 HH
PPS final rule (80 FR 68624), the CMS
Center for Medicare and Medicaid
Innovation (Innovation Center)
implemented the Home Health Value-
Based Purchasing Model (original
Model) in nine States on January 1,
2016. The last year of data collection for
the original Model ended on December
31, 2020. The original Model design
leveraged the successes of and lessons
learned from other value-based
purchasing programs and
demonstrations to shift from volume-
based payments to a Model designed to
promote the delivery of higher quality
care to Medicare beneficiaries. The
specific goals of the original Model were
to: (1) Provide incentives for better

quality care with greater efficiency; (2)
study new potential quality and
efficiency measures for appropriateness
in the home health setting; and (3)
enhance the current public reporting
process.

Using the randomized selection
methodology finalized in the CY 2016
HH PPS final rule, we selected nine
States for inclusion in the original
HHVBP Model, representing each
geographic area across the nation. All
Medicare—certified home health
agencies (HHAs) providing services in
Arizona, Florida, Iowa, Maryland,
Massachusetts, Nebraska, North
Carolina, Tennessee, and Washington
were required to compete in the original
Model. We stated that requiring all
Medicare-certified HHAs in the selected
States to participate in the Model
ensures that there is no selection bias,
participants are representative of HHAs
nationally, and there would be
sufficient participation to generate
meaningful results.

The original Model uses the waiver
authority under section 1115A(d)(1) of
the Act to adjust the Medicare payment
amounts under section 1895(b) of the
Act based on the competing HHAs’
performance on applicable quality
measures. Under the original Model,
CMS adjusts fee-for-service payments to
Medicare-certified HHAs based on each
HHA'’s performance on a set of quality
measures in a given performance year
measured against a baseline year and
relative to peers in its State. The
maximum payment adjustment
percentage increased incrementally,
upward or downward, over the course
of the original Model in the following
manner: (1) 3 percent in CY 2018; (2) 5
percent in CY 2019; (3) 6 percent in CY
2020; (4) 7 percent in CY 2021; and (5)
8 percent in CY 2022. Payment
adjustments are based on each HHA’s
Total Performance Score (TPS) in a
given performance year, which is
comprised of performance on: (1) A set
of measures already reported via the
Outcome and Assessment Information
Set (OASIS),8 completed Home Health
Consumer Assessment of Healthcare
Providers and Systems (HHCAHPS)
surveys, and claims-based measures;
and (2) three New Measures for which
points were achieved for reporting data.
Payment adjustments for a given year
are based on the TPS calculated for
performance 2 years’ prior; for example,
the CY 2018 payment adjustments were
based on CY 2016 performance.

8 QASIS is the instrument/data collection tool
used to collect and report performance data by
HHAs.
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In the CY 2017 HH PPS final rule (81
FR 76741 through 76752), CY 2018 HH
PPS final rule (83 FR 51701 through
51706), and CY 2019 HH PPS final rule
(83 FR 56527 through 56547), we
finalized changes to the original Model.
Some of those changes included adding
and removing measures from the
applicable measure set, revising our
methodology for calculating
benchmarks and achievement
thresholds at the State level, creating an
appeals process for recalculation
requests, and revising our
methodologies for weighting measures
and assigning improvement points.

On January 8, 2021, we announced
that the HHVBP Model had been
certified for expansion nationwide,® as
well as our intent to expand the Model
through notice and comment
rulemaking beginning no sooner than
CY 2022. The original Model has
resulted in an average 4.6 percent
improvement in home health agencies’
quality scores as well as average annual
savings of $141 million to Medicare.1©

As described in this final rule, we
proposed to expand the HHVBP Model
(expanded Model/Model expansion) to
all 50 States, the District of Columbia
and the territories starting in CY 2022.
We proposed to codify HHVBP Model
expansion policies at §§484.340;
484.345; 484.350; 484.355; 484.360;
484.365; 484.370; and 484.375, as
discussed in more detail in the sections
that follow.

2. Requirements for Expansion

Section 1115A(c) of the Act provides
the Secretary with the authority to
expand (including implementation on a
nationwide basis), through notice and
comment rulemaking, the duration and
scope of a model that is being tested
under section 1115A(b) of the Act if the
following findings are made, taking into
account the evaluation of the model
under section 1115A(b)(4) of the Act: (1)
The Secretary determines that the
expansion is expected to either reduce
spending without reducing quality of
care or improve the quality of patient
care without increasing spending; (2)
the CMS Chief Actuary certifies that the
expansion would reduce (or would not
result in any increase in) net program
spending; and (3) the Secretary
determines that the expansion would
not deny or limit the coverage or
provision of benefits.

e Improved Quality of Care without
Increased Spending: As observed in the

9 https://www.cms.gov/files/document/
certification-home-health-value-based-purchasing-
hhvbp-model.pdf.

10 https://innovation.cms.gov/data-and-reports/
2020/hhvbp-thirdann-rpt.

Third Annual Evaluation Report,1? the
HHVBP Model resulted in improved
quality of care (for example,
consistently increasing TPS scores) and
a reduction in Medicare expenditures
through three performance years of the
HHVBP Model (CYs 2016 to 2018). The
HHVBP Model’s intervention has led to
savings without evidence of adverse
risks. The evaluation also found
reductions in unplanned acute care
hospitalizations and skilled nursing
facility (SNF) visits, resulting in
reductions in inpatient and SNF
spending. Based on these findings, the
Secretary determined that expansion of
the HHVBP Model would reduce
spending and improve the quality of
care.

e Impact on Medicare Spending: The
CMS Chief Actuary has certified that
expansion of the HHVBP Model would
produce Medicare savings if expanded
to all States.12

e No Alteration in Coverage or
Provision of Benefits: The HHVBP
Model did not make any changes to
coverage or provision of benefits for
Medicare beneficiaries. Therefore, the
Secretary has determined that
expansion of the HHVBP Model would
not deny or limit the coverage or
provision of Medicare benefits for
Medicare beneficiaries.

Consistent with our statutory
authority, we stated in the proposed
rule that we would continue to test and
evaluate the expanded HHVBP Model.
In the future, we would assess whether
the expanded implementation of
HHVBP is continuing to reduce
Medicare spending without reducing
quality of care or to improve the quality
of patient care without increasing
spending, and could modify the
expanded HHVBP Model as appropriate
through rulemaking.

We summarize in this section of this
rule comments received regarding the
requirements for expansion and our
responses.

Comment: Commenters disagreed that
CMS has met the statutory requirement
that expansion of the HHVBP Model
would not deny or limit the coverage or
provision of Medicare benefits for
Medicare beneficiaries and stated that
while incremental improvements in
quality performance and cost-savings
are encouraging, they questioned
whether those numbers are sufficient to
justify ending the original model early

11 The HHVBP Third Annual Evaluation Report is
available at https://innovation.cms.gov/data-and-
reports/2020/hhvbp-thirdann-rpt.

12 The full CMS Actuary Report is available at
https://www.cms.gov/files/document/certification-
home-health-value-based-purchasing-hhvbp-
model.pdf.

during a pandemic and expanding it
nationwide. Commenters asserted that
access under the original Model was
negatively impacted and expansion of
HHVBP will exponentially worsen
access to care.

Response: We disagree that expansion
of the HHVBP Model should be
suspended or the Model not expanded,
or that the Model denies coverage to
people who are not expected to
improve. As stated previously, the
original HHVBP Model did not make
any changes to coverage or provision of
benefits for Medicare beneficiaries. We
further note that evaluation findings to
date show that the implementation of
the original HHVBP Model did not
adversely impact home health
utilization or market entries and exits
differentially in HHVBP states relative
to non-HHVBP states. We refer readers
to Section 3, pages 25—36 in the
Evaluation of the Home Health Value-
Based Purchasing (HHVBP) Model Third
Annual Report 3 for our full analysis on
beneficiary access to home health care
covering the post-implementation
period 2016-2018 and to Section 3,
pages 25-50 in the Evaluation of the
Home Health Value-Based Purchasing
(HHVBP) Model Fourth Annual
Report 14 for an updated analysis
covering the post-implementation
period 2016-2019. As previously
summarized, the CMS Chief Actuary’s
certification and the Secretary’s
determination were based on evaluation
findings.

3. Overview

We stated in the proposed rule that
the proposed HHVBP Model expansion
presents an opportunity to improve the
quality of care furnished to Medicare
beneficiaries nationwide through
payment incentives to HHAs. We stated
that if finalized, all Medicare-certified
HHAs in the 50 States, District of
Columbia and the territories would be
required to participate in the expanded
HHVBP Model beginning January 1,
2022. These HHAs would compete on
value based on an array of quality
measures related to the care that HHAs
furnish.

We stated in the proposed rule that
the proposed Model expansion would
be tested under section 1115A of the
Act. Under section 1115A(d)(1) of the
Act, the Secretary may waive such
requirements of Titles XI and XVIII and
of sections 1902(a)(1), 1902(a)(13), and
1903(m)(2)(A)(iii) of the Act as may be

13 The HHVBP Third Annual Evaluation Report is
available at https://innovation.cms.gov/data-and-
reports/2020/hhvbp-thirdann-rpt.

14 https://innovation.cms.gov/data-and-reports/
2021/hhvbp-fourthann-rpt.
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necessary solely for purposes of carrying
out section 1115A of the Act with
respect to testing models described in
section 1115A(b) of the Act. The
Secretary is not issuing any waivers of
the fraud and abuse provisions in
sections 1128A, 1128B, and 1877 of the
Act or any other Medicare or Medicaid
fraud and abuse laws for this Model
expansion at this time. In addition, CMS
has determined that the anti-kickback
statute safe harbor for CMS-sponsored
model arrangements and CMS-
sponsored model patient incentives (42
CFR 1001.952(hh)(9)(ii)) will not be
available to protect remuneration
exchanged pursuant to any financial
arrangements or patient incentives
permitted under the Model. Thus,
notwithstanding any other provisions of
this final rule, all Medicare-certified
HHAs in the 50 States, District of
Columbia and the territories must
comply with all applicable fraud and
abuse laws and regulations.

We proposed to use the section
1115A(d)(1) of the Act waiver authority
to apply a reduction or increase of up
to 5 percent to Medicare payments to
Medicare-certified HHAs delivering care
to beneficiaries in the 50 States, District
of Columbia and the territories,
depending on the HHA'’s performance
on specified quality measures relative to
its peers. Specifically, the expanded
HHVBP Model proposes to utilize the
section 1115A(d)(1) of the Act waiver
authority to adjust the Medicare
payment amounts under section 1895(b)
of the Act. We stated in the proposed
rule that in accordance with the
authority granted to the Secretary in
section 1115A(d)(1) of the Act, we
would waive section 1895(b)(4) of the
Act only to the extent necessary to
adjust payment amounts to reflect the
value-based payment adjustments under
this proposed expanded Model for
Medicare-certified HHAs in the 50
States, District of Columbia and the
territories. We further stated that we
may make changes to the payment
adjustment percentage through
rulemaking in future years of the
expansion, as additional evaluation data
from the HHVBP expanded Model
become available, and we learn about
performance within the Model under
the expansion. The evaluation of the
expanded Model would use a time
series type approach to examine the
outcomes of interest (cost or utilization)
over time prior to the start of the
intervention and follow that outcome
after the start of the expansion.

a. Overview of Timing and Scope

As noted, we proposed to begin the
expanded HHVBP Model on January 1,

2022. Under this proposal, CY 2022
would be the first performance year and
CY 2024 would be the first payment
year, with payment adjustments in CY
2024 based on an HHA'’s performance in
CY 2022. Performance year means the
calendar year during which data are
collected for the purpose of calculating
a competing HHA'’s performance on
applicable quality measures. Payment
year means the calendar year in which
the applicable percent, a maximum
upward or downward adjustment,
applies.

We proposed that the expanded
Model would apply to all Medicare-
certified HHAs in the 50 States, District
of Columbia and the territories, which
means that all Medicare-certified HHAs
that provide services in the 50 States,
District of Columbia and the territories
would be required to compete in the
expanded Model. We proposed to codify
this requirement at § 484.350. We
proposed to define a ‘competing HHA’
within the scope of the proposed
expanded HHVBP Model as an HHA
that has a current Medicare certification
and is being paid by CMS for home
health care services. We proposed that
all HHAs certified for participation in
Medicare before January 1, 2021 would
have their CY 2022 performance
assessed and would be eligible for a CY
2024 payment adjustment. We proposed
to base participation in the expanded
Model on CMS Certification Numbers
(CCNs), meaning that the Total
Performance Score as discussed further
in section III.A.7.a. of this final rule and
payment adjustment would be
calculated based on an HHA’s CCN.15

We summarize in this section of this
rule comments received on the
proposed timing and scope of the
expanded model and our responses.

Comment: The majority of
commenters supported a home health
value-based purchasing payment model,
but were opposed to expansion
beginning in CY 2022 as the first
performance year. Commenters
expressed concern that HHAs continue
to contend with challenges of the PHE
and that expansion should be postponed
until CY 2023 or the calendar year that
is 1 year post the public health
emergency which they stated would be
a more stable time in the trajectory of
health care delivery. Commenters
expressed that HHAs need more time to
prepare, institute operational reforms,
and learn about the Model and

15 HHAs are required to report OASIS data and
any other quality measures by its own unique CMS
Certification Number (CCN) as defined under title
42, chapter IV, subchapter G, §484.20 Available at
URL https://www.ecfr.gov/current/title-42/chapter-
IV/subchapter-G/part-484?toc=1.

encouraged CMS to provide technical
assistance and training to support HHAs
in preparing for the Model. Commenters
stated that CMS should allow for more
study time/data gathering and extend
the original HHVBP Model for another
year to collect data that is more
reflective of the current state of care
before expanding nationwide. A
commenter recommended CMS
carefully evaluate the impact of the
HHVBP Model on hospital-operated
HHAs as part of its overall evaluation of
the Model before scaling it on a national
level and seek broad stakeholder input
on the design of the HHVBP expanded
model in future rulemaking.
Commenters requested that CMS
develop a comprehensive plan for
implementing the HHVBP model
nationwide in CY 2023 after the
conclusion of the original model. A
commenter recommends that CMS make
the first year of expansion voluntary and
move to mandatory in CY 2023. We
received a few comments that supported
a CY 2022 start date for expansion.

Response: We thank the commenters
for their support for a value-based
purchasing payment model in the home
health setting. However, we disagree
that additional study time or an
extension of the original Model to
collect additional data is needed prior to
expansion. The original Model was
tested for four years, CYs 2016—-2019.
The original Model has met statutory
requirements based on the CMS Chief
Actuary’s certification and evaluation
findings in the Third Annual Evaluation
Report covering the implementation
period 2016—2018 that showed the
Model improved quality of care without
increased spending. Updated analysis of
the original Model in the Fourth Annual
Evaluation Report, covering the
implementation period 2016—-2019,
continues to indicate improved quality
of care without increased spending or
adverse impacts on home health
utilization, or market entries and exits.
We note that the Fourth Annual
Evaluation Report includes evaluation
of the impacts to hospital-operated
HHAs, and found that hospital based
HHASs (in both HHVBP and non-HHVBP
states) do care for higher risk patients.
The model payment and the primary
evaluation impact estimation use risk
adjustment to account for such
differences. The evaluation did not
specifically analyze the outcomes by
free-standing vs hospital-based entities
in HHVBP and non-HHVBP states.
However, we examined whether there is
a pattern of the Model limiting
admissions for more medically complex
patients and do not find that to be the
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case. We continued to observe a pattern
of increasing clinical severity over time
among all home health patients based
on multiple measures of medical
complexity or severity, and the trends
were generally similar in HHVBP and
non-HHVBP states. In addition, the CMS
Chief Actuary concluded in its
certification that since the selection of
the states was random and participation
by HHAs in the selected states was
mandatory, it is unlikely that these
evaluation results were biased.

We understand the PHE, declared in
January 2020, has had an impact on
HHAs. We also believe that technical
assistance and training may help those
HHAS not part of the original Model to
prepare for successful participation in
the expanded HHVBP Model.

After consideration of the comments
received, we are therefore finalizing that
CY 2022 will be a pre-implementation
year, with CY 2023 as the first
performance year and CY 2025 as the
first payment year, as we discuss further
in this section and later in this rule.

Comment: A commenter stated that
expansion should be delayed until a
payment framework is built to
adequately account for the differences
in healthcare systems, such as Medicaid
safety-net hospitals, that by definition
provide a disproportionate share of
charity and other forms of
uncompensated care to individuals who
have a high level of social need, beyond
their medical treatment. The commenter
also stated that nationwide
implementation of the HHVBP model
should be delayed until the evaluation
of appropriate risk adjustment for types
of Social Determinants of Health (SDoH)
and payment mechanisms appropriately
account for the interaction of biological,
behavioral, and social care needs when
it comes to providing patient-tailored,
comprehensive value-based care.

Response: As shown in Table 21,
simulating the expanded HHVBP
Model’s national volume-based cohorts
with CY 2019 data indicates a higher
average payment adjustment for HHAs
with a high percentage of dually eligible
beneficiaries. Consequently, we do not
have evidence to suggest that HHAs that
care for beneficiaries with more
significant social risk factors would
receive decreased FFS payments under
the expanded Model. We thank the
commenter for their recommendations
to evaluate types of Social Determinants
of Health (SDoH) to account for the
interaction of biological, behavioral, and
social care needs when it comes to
providing patient-tailored,
comprehensive value-based care for
potential modifications to risk
adjustment and we will take this under

consideration. As noted in section
III.A.6.e.2 of this final rule, we are
working collaboratively with HH QRP to
determine how data collected on SDoHs
under HH QRP could be part of the
HHVBP Model expansion.

Comment: Commenters stated that
CMS should include a “shared savings”
component to the expanded HHVBP
Model to enhance the incentives that
led HHAs to achieve significant savings
to Medicare.

Response: We appreciate this
comment, but it is outside the scope of
our proposals on the expansion of the
HHVBP Model.

Final Decision: After consideration of
comments received, we are finalizing
our proposal with modification. We are
finalizing a one-year delay in assessing
HHA performance and the calculation of
a payment adjustment. To allow HHAs
time to prepare and learn about the
expanded Model, CY 2023 will be the
first performance year and CY 2025 will
be the first payment year, based on CY
2023 performance. CY 2022 will be a
pre- implementation year, as discussed
in more detail later in this rule. We will
provide learning support about the
Model to HHAs during CY 2022. We
believe that by delaying payment
adjustments by one year and providing
HHAs with learning support in the pre-
implementation phase, all HHAs will be
better prepared to participate in the
Model for the CY 2023 performance
year. HHAs will incur a 0 percent
payment adjustment risk for the CY
2022 pre-implementation year.

We are finalizing as proposed that the
expanded Model will apply to all
Medicare-certified HHAs in the 50
States, District of Columbia, and the
territories, which means that all
Medicare-certified HHAs that provide
services in the 50 States, District of
Columbia, and the territories will be
required to compete in the expanded
Model. We are also finalizing to codify
this requirement at § 484.350. We are
finalizing as proposed to define a
‘competing HHA’ within the scope of
the expanded HHVBP Model as an HHA
that has a current Medicare certification
and is being paid by CMS for home
health care services. We are finalizing to
base participation in the expanded
Model on CMS Certification Numbers
(CCNs), meaning that the Total
Performance Score as discussed further
in section III.A.7.a. of this final rule and
payment adjustment will be calculated
based on an HHA’s CCN. Under our
finalized policy to delay application of
payment adjustments under the
expanded Model, all HHAs certified for
participation in Medicare before January
1, 2022, will have their CY 2023

performance assessed and would be
eligible for a CY 2025 payment
adjustment.

b. Overview of the Payment Adjustment

We proposed that the distribution of
payment adjustments would be based
on quality performance, as measured by
both achievement and improvement,
across a proposed set of quality
measures constructed to minimize
burden as much as possible and
improve care. Competing HHAs that
demonstrate they can deliver higher
quality of care in a given performance
year measured against a baseline year
relative to peers nationwide (as defined
by larger- versus smaller-volume cohorts
based upon their unique beneficiary
count in the prior calendar year), could
have their HH PPS claims final payment
amount adjusted higher than the
amount that otherwise would be paid.
Competing HHAs that do not perform as
well as other competing HHAs in the
same volume-based cohort might have
their HH PPS claims final payment
amount reduced and those competing
HHASs that perform similarly to others in
the same volume-based cohort might
have no payment adjustment. This
operational concept is similar in
practice to what is used in the Hospital
Value-Based Purchasing (HVBP)
Program (76 FR 26531).

We stated in the proposed rule that
we expect that the risk of having
payments adjusted in this manner
would provide an incentive among all
competing HHASs to provide
significantly better quality through
improved planning, coordination, and
management of care. We stated that
under the expanded duration and scope
of this Model, we would continue to
examine whether the proposed
adjustments to the Medicare payment
amounts that would otherwise be made
to competing HHAs would result in
statistically significant improvements in
the quality of care being delivered to
Medicare beneficiaries, as well as
reductions in Medicare spending. The
degree of the payment adjustment
would be dependent on the level of
quality achieved or improved from the
baseline year, with the highest upward
performance adjustments going to
competing HHAs with the highest
overall level of performance based on
either achievement or improvement in
quality. The size of a competing HHA’s
payment adjustment for each year under
the expanded Model would be
dependent upon that HHA’s
performance with respect to the
applicable performance year relative to
other competing HHAs in the same
volume-based cohort and relative to its
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own performance during the baseline
year. These proposals, as well as our
finalized policies, are discussed in
sections III.A.4, III.A.5, and II.A.7.a of
this final rule.

In addition, at § 484.345 we proposed
to add the following definitions:

o Achievement threshold
Applicable measure
Applicable percent

Baseline year

Benchmark

Competing home health agency
Home health prospective payment
system

Improvement threshold
Larger-volume cohort

Linear exchange function
Nationwide

Payment adjustment

Payment year

Performance year
Smaller-volume cohort

Total Performance Score

We note that we are generally
finalizing the definitions at § 484.345 as
proposed, with the addition of the term,
pre-implementation year, to reflect that
under our final policy to delay the
application of payment adjustments
under the expanded Model, CY 2022
will be a pre-implementation year. We
summarize and respond to any
comments received on particular
proposed definitions in the applicable
sections of this rule.

4. Defining Cohorts for Benchmarking
and Competition

Under the original HHVBP Model, we
grouped HHAs into cohorts by State for
setting benchmarks and achievement
thresholds and by both State and
smaller- versus larger-volume HHAs
when determining the cohorts used for
competing for payment adjustments, in
accordance with §484.330. For the
nationwide expansion of the HHVBP
Model, we proposed to redefine the
cohort structure to account for States,
territories, and the District of Columbia
with smaller numbers of HHAs, while
also allowing for the use of volume-
based cohorts in determining
benchmarks, achievement thresholds,
and payment adjustments.

a. Smaller- and Larger-Volume Cohorts

As discussed further in this section,
we believe that separating smaller- and
larger-volume HHAs into cohorts under
the expanded Model would facilitate
like comparisons by allowing for the
majority of HHAs to receive benchmarks
and compete for payment against other
HHASs of similar size and based on the
same set of measures. As under the
original HHVBP Model, we proposed to

align the larger-volume cohort with the
group of competing HHAs that
administers the Home Health Care
Consumer Assessment of Healthcare
Providers and Systems (HHCAHPS)
survey, in accordance with the HH QRP
regulations concerning the HHCAHPS
survey in § 484.245(b), and we proposed
to align the Model’s smaller-volume
HHA cohort with the group of HHAs
that are exempt from submitting the
HHCAHPS survey under HH QRP under
§484.245(b)(1)(iii)(A). We clarify in this
final rule that, unlike under the HH
QRP, and consistent with the original
Model, HHAs would not need to submit
an exemption request for HHCAHPS in
accordance with the regulations at 42
CFR 484.245(b)(1)(iii)(A) for the
purposes of qualifying for the smaller-
volume HHA cohort. We stated that
under the expanded HHVBP Model, we
would not alter the HHCAHPS survey
current scoring methodology or the
participation requirements in any way.
Details on HHCAHPS survey scoring
methodology are available at: https://
homehealthcahps.org/Survey-and-
Protocols/Survey-Materials.16

The HH QRP requires, in part, that an
HHA submit HHCAHPS survey data to
CMS. An HHA that has fewer than 60
unique HHCAHPS survey-eligible
patients must annually submit their
total HHCAHPS survey patient count to
CMS to be exempt from the HHCAHPS
survey reporting requirements for a
calendar year under the HH QRP. As
under the original HHVBP Model, we
proposed to align with this HHCAHPS
survey reporting requirement by
defining the larger-volume cohort as
those HHAs that are required to submit
an HHCAHPS survey in the
performance year. We note that under
the original Model, the HHA is not
required to secure an exemption in
order to qualify for the smaller-volume
cohort; rather, CMS assesses whether an
HHA qualifies for the smaller-volume
cohort based on the volume of unique
patients eligible to submit the
HHCAHPS survey in a calendar year. As
under the original Model, we also
proposed to set an HHCAHPS survey
measure minimum of at least 40
completed HHCAHPS surveys in the
performance year for those HHAs to
receive a score on the HHCAHPS survey
measure, as reflected in proposed
§§484.345 and 484.360. Accordingly,
because smaller-volume HHAs are less
likely to be assessed on the HHCAHPS

16 Detailed scoring information is contained in the
Protocols and Guidelines manual posted on the
HHCAHPS web site and available at https://
homehealthcahps.org/Survey-and-Protocols/
Survey-Materials.

survey measure, which would account
for 30 percent of the overall
performance score in the expanded
Model, we stated that we believe that
separating smaller- and larger-volume
HHAs into distinct cohorts would allow
for the majority of HHAs to compete
against other HHAs of similar size and
based on the same set of measures.

b. Cohorts for the Model Expansion

As discussed, we believe that
applying separate larger- and smaller-
volume cohorts within the expanded
HHVBP Model would group HHAs that
are of similar size and are more likely
to receive scores on the same set of
measures for purposes of setting
benchmarks and achievement
thresholds and determining payment
adjustments. However, a valid cohort
must have a sufficient number of HHAs
to—(1) create a robust distribution of
Total Performance Scores, which allows
meaningful and reasonable translation
into payment adjustments using the
linear exchange function (LEF); 17 and
(2) set stable, reliable benchmarks and
achievement thresholds that are not
heavily skewed by outliers. The LEF is
designed so that the majority of the
payment adjustment values fall closer to
the median and a smaller percentage of
HHAs receive adjustments at the higher
and lower ends of the distribution.
However, when only a small number of
HHAS s fall within a cohort, one HHA’s
outlier TPS could skew the payment
adjustments and deviate from the
intended design of the LEF payment
methodology. As a result, a key
consideration in defining the cohorts is
ensuring sufficient HHA counts within
each cohort.

Under the original Model, CMS
applied a minimum of eight HHAs for
any size cohort, such that a smaller-
volume cohort must have a minimum of
eight HHAs in order for the HHAs in
that cohort to be compared only against
each other, and not against the HHAs in
the larger—volume cohort (81 FR 76742).
This policy was based on an analysis of
the minimum number of HHAs needed
in a smaller-volume cohort in order to
insulate that cohort from the effect of
outliers. We stated in the proposed rule
that expanding the HHVBP Model
beyond the nine mid- to large-sized
States included in the original Model
requires us to re-examine these cohort
definitions because, certain territories
and the District of Columbia would fall
short of the original Model’s minimum

17 The Linear Exchange Function (LEF) is used to
translate an HHA’s TPS into a percentage of the
value-based payment adjustment earned by each
HHA. For a more detailed description, please see
section II.A.8. of this final rule.
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of 8 HHAs to compose their own cohort
even where the volume-based cohorts
are combined. This was not an issue in
the original Model because the nine
selected States are relatively populous
as compared to the smaller States,
territories, and the District of Columbia

that would be included in the expanded

Model. Based on CY 2019 Home Health
Compare Star Ratings, we evaluated the
viability of smaller- and larger-volume
cohorts, as defined previously, for each
of the 55 States, territories, and the

District of Columbia. Based on our
analysis, of the 110 potential cohorts
based on both State and HHA volume
for the expanded HHVBP Model, 46 of
the 110 potential cohorts had too few
HHAs to reliably meet the original
Model minimum of 8 HHAs, after

the expanded Model. Under this

approach, for 42 of these 46 cohorts, the

smaller-volume cohorts would need to
be combined with the larger-volume
cohorts in their respective States and

accounting for the risk of attrition from

territories, while 3 territories and the
District of Columbia would need to be
combined with other States or territories
since they do not meet the 8 HHA
minimum after consolidating the
volume-based cohorts. See Table 21 for
the counts of HHASs in each of the
potential cohorts, if we were to apply
separate State- and volume-based
cohorts for each State, territory, and the
District of Columbia under the
expanded Model.

TABLE 21: HHA COUNTS IN STATE/TERRITORY/DISTRICT OF COLUMBIA- AND
VOLUME-BASED COHORTS BASED ON CY 2019 HOME HEALTH CARE

COMPARE DATA
Large Small All Large Small All
State | HHAs HHAs | HHAs | State HHAs HHAs | HHAs
AK 12 1 13 MT 22 2 24
AL 114 1 115 NC 152 4 156
AR 90 2 92 ND 12 - 12
AZ 106 2 108 NE 40 8 48
CA 993 76 1,069 NH 20 1 21
CO 105 4 109 NJ 42 - 42
CT 74 - 74 NM 58 4 62
DC* 7 - 7 NV 97 8 105
DE 12 - 12 NY 105 - 105
FL 677 54 731 OH 287 10 297
GA 99 - 99 OK 183 10 193
GU* 4 - 4 OR 43 1 44
HI 14 - 14 PA 229 12 241
[IA 94 7 101 PR 33 - 33
ID 42 1 43 RI 18 - 18
IL 399 64 463 SC 63 - 63
IN 138 11 149 SD 19 4 23
KS 84 5 89 TN 112 1 113
KY 90 - 90 X 982 97 1,079
LA 167 - 167 UT 68 6 74
MA 127 5 132 VA 187 6 193
MD 49 2 51 VI* 1 - 1
ME 19 1 20 VT 10 - 10
MI 322 54 376 WA 57 - 57
MN 97 9 106 WI 73 - 73
MO 123 9 132 ‘A% 50 1 51
MP* 2 - 2 WY 16 2 18
MS 45 - 45 All 7,084 485 7,569

*These territories and the District of Columbia fall short of the original HHVBP Model’s minimum of 8
HHAs s to compose their own cohort even where the volume-based cohorts are combined.
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As noted, under the original HHVBP
Model, a minimum of eight HHAs is
required for each size cohort. For the
expanded HHVBP Model, we proposed
to establish cohorts prospectively and
with sufficient HHA counts to prevent
the need to combine multiple cohorts
retrospectively. We proposed to provide
HHAs with their applicable benchmarks
and achievement thresholds prior to the
start of or during the performance year
so that they can be used to set
performance targets to guide HHAs’
quality improvement projects. To
reliably define cohorts prospectively
and to avoid regrouping multiple States,
territories, or the District of Columbia
into a single cohort retrospectively
based solely on their lower HHA counts,
we estimated that a minimum of 20
HHAs in each cohort would be
necessary to ensure that attrition and
variation in episode counts do not lead
to insufficient HHA counts at the end of
the performance year. Based on the data
set forth in Table 21, 61 out of the 110
potential cohorts would have fewer than
20 HHAs in a size—based cohort, and 11
out of those potential cohorts would not
meet the 20 HHA minimum after
combining the size-based cohorts.

To allow for a sufficient number of
HHAs in each volume-based cohort, for
purposes of setting benchmarks and
achievement thresholds and
determining payment adjustments, we
proposed to use cohorts based on all
HHASs nationwide, rather than by State
as under the original Model.
Referencing the CY 2019 data in Table
21, under this approach, 7,084 HHAs
would fall within the larger-volume
cohort and 485 HHAs fall within the
smaller-volume cohort. These HHA
counts would provide a sufficiently
large number of values in each cohort to
allow ranking of HHA performance
scores and payment adjustment
percentages across the range of —5
percent to +5 percent. Further, our
analysis found that many of the smaller-
volume HHAs would not receive a score
on the HHCAHPS survey measures,
which were proposed to account for 30
percent of the overall TPS, while most
of the larger-volume cohort HHAs
would be scored on the full set of
applicable measures. Accordingly, and
as previously discussed, we stated that
we believe the volume-based cohorts
would allow for competition among
HHASs across similar measures. Using
nationwide rather than State/territory-
based cohorts in performance
comparisons would also be consistent
with the Skilled Nursing Facility and
Hospital VBP Programs, in addition to
the Home Health Compare Star Ratings.

Finally, this option would be the least
operationally complex to implement.

For the reasons discussed, we stated
in the proposed rule that we believe the
use of nationwide smaller- and larger-
volume-based cohorts would allow for
appropriate groupings of HHAs under
the expanded Model while also
providing sufficient numbers of HHAs
in each cohort for purposes of setting
stable and reliable benchmarks and
achievement thresholds and allowing
for a robust distribution of payment
adjustments. However, we also
considered an alternative approach of
using State/territory-based cohorts,
without volume-based groupings.
Applying the State, territory, and
District of Columbia—level cohorts, we
found that 11 of the 55 potential cohorts
would have fewer than 20 HHAs based
on the CY 2019 Home Health Star
Ratings data. As noted, we stated that
we do not believe this would allow for
a sufficient number of HHAs to develop
prospective benchmarks and
achievement thresholds. While one
approach would be to exclude any
States, territories, or the District of
Columbia from the expanded Model for
years in which there are fewer than 20
HHAs in the cohort, we stated that we
believe such a policy would be
inconsistent with the goal of including
all eligible HHAs nationwide in the
Model. Another option would be to
consolidate those States, territories, and
the District of Columbia with less than
20 HHAs in the cohort, and to calculate
benchmarks, achievement thresholds,
and payment adjustments based on that
consolidated grouping of HHAs. We
noted that while slight differences do
exist between quality measure scores
based on geographic location, we do not
believe that codifying these small
differences into long-term performance
standards is necessary to appropriately
determine payment adjustments under
the expanded Model.

We proposed to establish nationwide
volume-based cohorts for the expanded
HHVBP Model, such that HHAs
nationwide would compete within
either the larger-volume cohort or the
smaller-volume cohort. We proposed to
codify this policy at § 484.370, and to
codify the proposed definitions of
smaller-volume cohort and larger-
volume cohort at § 484.345. Under this
proposal, HHAs currently participating
in the original HHVBP Model would no
longer compete within just their State.
We also requested comment on the
alternative approach of applying State/
territory-based cohorts only, without
volume-based cohorts.

We sought public comment on these
proposals. We summarize in this section

of this rule the comments received and
provide our responses.

Comment: Most commenters
supported the use of State-based rather
than national cohorts in order to
preserve the geographical differences in
quality benchmarks, which they
contend result from variation in home
health utilization and other differences
across regions. They expressed concern
that not using State-based cohorts will
significantly shift home health
payments across State lines, leading to
shortages of necessary home health
services in certain areas.

Response: We thank commenters for
their comments on selection of the
appropriate cohorts to compare HHAs.
We do not have evidence that suggests
that moving to national small- and large-
volume cohorts would significantly
redistribute resources between states.
We refer readers to Table 43 of this final
rule for an analysis of expected shifts in
FFS expenditures, as represented by the
average FFS payment adjustments for
small- and large-volume HHAs in each
of the States, territories, and the District
of Columbia, simulated with the
proposed national size-based cohorts
using CY 2019 data and a maximum
adjustment of +5 percent. We note that
when the small- and large-volume
HHAs in each of the States, territories,
and the District of Columbia are
combined, the average payment
adjustment for the majority of States,
territories, and the District of Columbia
is within +1 percent, with none
exceeding +2 percent. Furthermore, as
discussed in the proposed rule, using
the State-based cohorts could
potentially lead to an insufficient count
of HHAs in 11 States, territories, and the
District of Columbia. It is not apparent
that clear similarities exist between
those States, territories, or the District of
Columbia with less than 20 HHAs in a
cohort to support grouping them for
competition based solely on their lower
HHA counts, nor do we believe
excluding these States, territories, or the
District of Columbia would be
consistent with the goal of including all
eligible HHAs nationwide in the
expanded Model.

Comment: Several commenters
expressed concern that using national
rather than State-based cohorts would
result in a shifting of resources away
from geographic areas with a higher
burden of social risk factors and toward
areas with less social risk factors.

Response: We thank the commenters
for sharing this concern. The
commenters’ concern appears to assume
that quality measure scores and
payments would be lower in areas with
a higher burden of social risk factors.
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Table 41 in the proposed rule (86 FR
35996) demonstrates, however, that
simulating the proposed national
cohorts with CY 2019 data, a high
percentage of dually eligible
beneficiaries is associated with a higher
average payment adjustment under the
expanded Model. This association
supports that use of national, volume-
based cohorts would not disadvantage
those HHAs that care for beneficiaries
with more significant social risk factors.
As noted previously, we also refer
readers to Table 43 of this final rule for
an analysis of the shifts of expenditures,
as represented by the average payment
adjustments for small- and large-volume
HHAs in each of the States, territories,
and the District of Columbia, simulated
with the proposed national size-based
cohorts using 2019 data and a maximum
adjustment of £5 percent. When the
small- and large-volume HHAs in each
of the States, territories, and the District
of Columbia are combined, the average
payment adjustment for the majority of
States, territories, and the District of
Columbia is within +1 percent, with
none exceeding £2 percent. We
welcome further feedback or analysis on
this issue from the public.

Comment: A commenter, on the other
hand, strongly supported using national
cohorts, as proposed, stating that
Medicare is a national program and
beneficiaries should have the same
expectations for high-quality care,
regardless of which state they live in.

Response: We thank the commenter
for this feedback. We agree that since
Medicare is a national program, all
beneficiaries should have the same
expectations for high-quality care. As
discussed previously, we believe the use
of national cohorts for purposes of the
expanded Model would allow for
competition among HHAs across similar
measures while also providing sufficient
numbers of HHAs in each cohort. This
is also consistent with value-based
purchasing programs and the Home
Health Compare star ratings.

Comment: Other commenters
requested that HHAs in States that did
not compete on quality in the original
Model not be compared to the same
standard as HHAs in the original nine
States, because they have only been
subject to publicly reporting of the
measures, without payment
adjustments, over the past 5 years.

Response: We agree that HHAs in the
9 original Model States may have more
knowledge about the expanded Model,
given many of these HHAs have
participated in the original HHVBP
Model since 2016. However, as
discussed in section III.A.3.a of this
final rule, after consideration of the

comments received, we are delaying
implementation of payment adjustments
for 1 year, with CY 2023 serving as the
first performance year and CY 2025
serving as the first payment year, in
order to provide all HHAs with
additional time to become familiar with
and gain experience with the expanded
Model. We further note, as stated in
section XI.8.F.2 of the proposed rule
and this final rule, based on our analysis
of the State-level impacts and using CY
2019 data to simulate payment
adjustments, we did not see any obvious
correlation of the impacts within States
that are currently in the original Model
versus those that will be new to the
expanded Model of using the national,
volume-based cohorts.

Final Decision: After considering the
public comments received on the
cohorts for model expansion, we are
finalizing the use of national, volume-
based cohorts in setting payment
adjustments under the expanded Model,
as proposed, and are also finalizing to
codify this policy at § 484.370. We are
also finalizing the proposed definitions
of smaller-volume cohort and larger-
volume cohort at § 484.345. Consistent
with the original HHVBP Model, CMS
will assess whether an HHA qualifies
for the smaller-volume cohort based on
the volume of unique patients eligible to
submit the HHCAHPS survey in the
prior calendar year.

5. Payment Adjustment Percentage and
Performance Assessment and Payment
Adjustment Periods

a. Payment Adjustment

Under the original Model, the
payment adjustment ranges from a
minimum of 3 percent in 2018 to
maximum of 8 percent in 2022. For the
expanded Model, we proposed that the
maximum payment adjustment, upward
or downward, would be 5 percent. We
stated that we believe that beginning the
expansion with a 5 percent maximum
payment adjustment would strike a
balance between the 3 percent
maximum adjustment that applied for
CY 2018, the first payment year of the
original HHVBP Model, and the 7
percent maximum adjustment currently
in place for CY 2021. We proposed that
the first payment year of the expanded
HHVBP Model would be CY 2024
(January 1, 2024 through December 31,
2024), with payment adjustments based
on performance in CY 2022 (January 1,
2022 through December 31, 2022). We
stated in the proposed rule that we may
consider changes to the proposed 5
percent maximum payment adjustment
percentage through rulemaking in future
years of the expansion, as additional

evaluation data from the original Model
and expansion become available. We
note that the CMS Actuary certification
was based on evaluation of the Model
when the maximum payment
adjustment was 3 percent. However, in
their certification memo, they indicated
they believe the Model would result in
savings at higher payment adjustment
amounts as well.

We solicited public comment on the
proposed payment adjustment
percentage. We summarize in this
section of this rule the comments
received on the proposed payment
adjustment percentage and provide our
responses.

Comment: Some commenters
expressed concern that the proposed 5
percent maximum payment adjustment
was too high for the first year of the
expanded model. A few commenters
suggested a 3 percent maximum
payment adjustment to match the first
payment adjustment year of the original
model, other commenters suggested a 2
percent maximum payment adjustment
to match Hospital Value Based
Purchasing, and others suggested a 1
percent maximum payment adjustment.
A few commenters suggested starting
the expanded model at a lower
percentage and slowly increasing the
maximum payment adjustment over
time.

Response: We appreciate commenters
sharing their concerns about the
potential for a 5 percent payment
adjustment. Under the payment
adjustment methodology described in
III.A.8 of this rule, we anticipate that
most HHAs will receive a positive or
negative payment adjustment smaller
than the proposed 5 percent maximum
adjustment. We reviewed the payment
distribution under the original HHVBP
Model for CY 2019, the second payment
adjustment year, when the maximum
payment adjustment was 5 percent.
During that year, 93.2 percent of the
HHAs participating in the original
HHVBP Model received a payment
adjustment ranging from — 3 percent to
+3 percent and 98.8 percent of the
HHASs received a payment adjustment
ranging from —4 percent to +4 percent.
Using simulated data with national
cohorts, we found 72 percent of HHAs
would have received a payment
adjustment ranging from — 3 percent to
+3 percent and 85 percent of HHAs
would have received a payment
adjustment ranging from —4 percent to
+4 percent. In the original HHVBP
model, we increased the maximum
payment adjustment each year to allow
HHAs the opportunity to become
familiar with the operation of the model
before applying higher percentage
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payment adjustments in later years,
including a maximum payment
adjustment of 5 percent for the second
payment year. In this final rule, we are
delaying the first payment adjustment
year to provide HHAs with learning
support in advance of the application of
payment adjustments under the
expanded Model. As discussed in the
proposed rule, we will continue to
evaluate the 5 percent payment
adjustment and consider any changes
for future rule making.

Final Decision: After consideration of
the public comments, we are finalizing
the payment adjustment as proposed. As
discussed previously, we are also
finalizing a delay in the start of payment
adjustments under the expanded Model,
such that CY 2025 would be the first
payment year, with payment
adjustments based on performance in
CY 2023.

b. Baseline Year
(1) General

For the expanded HHVBP Model, due
to the potentially de-stabilizing effects
of the COVID-19 public health
emergency (PHE) on quality measure
data in CY 2020, we proposed that the
baseline year would be CY 2019
(January 1, 2019 through December 31,
2019) for the CY 2022 performance year/
CY 2024 payment year and subsequent
years. The data from this baseline year
would provide a basis from which each
respective HHA'’s performance would be
measured for purposes of calculating
achievement and improvement points
under the expanded Model. We stated
in the proposed rule that we may
propose to update the baseline year for
subsequent years of the expanded
Model through future rulemaking. We
stated that we would also propose the
applicable baseline year for any
additional quality measures that may be
added to the measure set for the
expanded HHVBP Model through future
rulemaking.

We solicited public comment on the
proposed baseline year for the expanded
Model. We summarize in this section of
this rule the comments received on the
proposed baseline year and provide our
responses.

Comment: A few commenters
supported using CY 2019 as the baseline
year. Other commenters cautioned

against using 2019 as a baseline year
because they asserted it inherently
means comparing pre-COVID-19, pre-
Patient Driven Grouping Model (PDGM)
performance to performance in a very
different environment. A commenter
recommended CMS provide
clarification on subsequent baseline
periods in future years of the Model in
a timely fashion so that HHAs have as
much advance notice as possible. The
commenter also encouraged CMS to
eventually automatically advance the
baseline period of the model by one year
as each performance year is advanced,
like other value-based programs.

Response: We proposed using CY
2019 as the baseline year, as opposed to
CY 2020, due to the potentially de-
stabilizing effects of the PHE on the CY
2020 data and because it was the most
recent full year of data available prior to
CY 2020 to provide HHAs with
achievement thresholds and
benchmarks as soon as administratively
feasible and prior to the start or soon
after the start of the applicable
performance year. As noted later in this
final rule, the PDGM is a case-mix
adjustment model intended to pay for
services more accurately and we believe
the HHVBP Model can continue
unchanged when HHA periods of care
are paid according to the case-mix
adjustments of the PDGM. We further
believe that the payment change should
not affect measure scoring between the
baseline year and the performance
years. However, CMS may consider
conducting analyses of the impact of
using various baseline periods, and
would address any changes to the
baseline period in future rulemaking.
We appreciate the commenter’s
suggestion to eventually automatically
advance the baseline period by one year
as each performance year is advanced in
an effort to align with other value-based
programs and will take it under
consideration.

Final Decision: After consideration of
comments received, we are finalizing
our proposal to use CY 2019 (January 1,
2019 through December 31, 2019) as the
baseline year. As discussed previously,
we are also finalizing to delay the first
performance and payment year under
the expanded Model. Accordingly, the
baseline year would be CY 2019 for the
CY 2023 performance year/CY 2025
payment year and subsequent years;

however, we may conduct analyses of
the impact of using various baseline
periods and consider any changes for
future rulemaking.

(2) New HHASs

As noted previously, we generally
proposed that for the expanded Model,
the baseline year would be CY 2019
(January 1, 2019 through December 31,
2019) for the CY 2022 performance year/
CY 2024 payment year and subsequent
years. For new HHAs, specifically those
HHAs that are certified by Medicare on
or after January 1, 2019, we proposed
that the baseline year under the
expanded Model would be the HHA’s
first full CY of services beginning after
the date of Medicare certification, with
the exception of HHAs certified on
January 1, 2019 through December 31,
2019, for which the baseline year would
be CY 2021. Furthermore, we proposed
that new HHAs would begin competing
under the expanded HHVBP Model in
the first full calendar year following the
full calendar year baseline year. For
example, and as previously discussed,
we proposed that all HHAs certified for
participation in Medicare before January
1, 2021, would have their CY 2022
performance assessed and would be
eligible for a CY 2024 payment
adjustment. For HHAs certified on
January 1, 2020 through December 31,
2020, the baseline year would be CY
2021, the first full CY of services
beginning after the date of Medicare
certification. For those HHAs certified
on January 1, 2019 through December
31, 2019, the baseline year would also
be CY 2021, rather than CY 2020 (the
first full CY of services beginning after
the date of Medicare certification), due
to the potentially destabilizing effects of
the PHE on quality measure data in CY
2020. For an HHA certified by Medicare
on January 1, 2021 through December
31, 2021, for example, the first full
calendar year of services that would
establish the HHA'’s baseline year would
be CY 2022. The HHA's first
performance year would be CY 2023
and the HHA’s first payment year, based
on CY 2023 performance, would be CY
2025. Table 22 shows the proposed
HHA baseline, performance and
payment years based on the HHA’s
Medicare-certification date through
December 31, 2021.
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TABLE 22: PROPOSED HHA BASELINE, PERFORMANCE AND PAYMENT
YEAR BASED ON MEDICARE-CERTIFICATION DATE

THROUGH DECEMBER 31, 2021

Medicare-certification Date Baseline Performance Payment
Year Year Year
Prior to January 1, 2019 2019 2022 2024
On January 1, 2019 - December 31, 2019 2021 2022 2024
On January 1, 2020 — December 31, 2020 2021 2022 2024
On January 1, 2021 — December 31, 2021 2022 2023 2025

We also proposed to codify our
proposal on new HHAs at § 484.350. We
solicited public comment on these
proposals.

Final Decision: We did not receive
any comments on our proposals
regarding new HHAs and are finalizing
our proposal that for new HHAs,
specifically those HHAs that are
certified by Medicare on or after January
1, 2019, the baseline year under the
expanded Model would be the HHA’s
first full CY of services beginning after
the date of Medicare certification, with
the exception of HHAs certified on
January 1, 2019 through December 31,
2019, for which the baseline year would
be CY 2021. Furthermore, we are
finalizing that new HHAs would begin

competing under the expanded HHVBP
Model in the first full calendar year
(beginning with CY 2023) following the
full calendar year baseline year. For
example, under this final policy, all
HHAs certified for participation in
Medicare before January 1, 2022, would
have their CY 2023 performance
assessed and would be eligible for a CY
2025 payment adjustment. For HHAs
certified on January 1, 2020 through
December 31, 2020, the baseline year
would be CY 2021, the first full CY of
services beginning after the date of
Medicare certification. For those HHAs
certified on January 1, 2019 through
December 31, 2019, the baseline year
would also be CY 2021, rather than CY

2020 (the first full CY of services
beginning after the date of Medicare
certification), due to the potentially
destabilizing effects of the PHE on
quality measure data in CY 2020. For an
HHA certified by Medicare on January
1, 2021 through December 31, 2021, for
example, the first full calendar year of
services that would establish the HHA’s
baseline year would be CY 2022. The
HHA’s first performance year would be
CY 2023 and the HHA'’s first payment
year, based on CY 2023 performance,
would be CY 2025. Table 23 shows the
finalized HHA baseline, performance
and payment years based on the HHA’s
Medicare-certification date through
December 31, 2021.

TABLE 23 : FINAL HHA BASELINE, PERFORMANCE AND PAYMENT YEAR
BASED ON MEDICARE-CERTIFICATION DATE
THROUGH DECEMBER 31, 2021

Medicare-certification Date Baseline Performance Payment
Year Year Year
Prior to January 1, 2019 2019 2023 2025
On January 1, 2019 - December 31, 2019 2021 2023 2025
On January 1, 2020 — December 31, 2020 2021 2023 2025
On January 1, 2021 — December 31, 2021 2022 2023 2025

We are also finalizing our proposed
codification of this policy at § 484.350
with modification to reflect the one-year
delay in the first performance year from
CY 2022 to CY 2023. Specifically, we
are adding “‘(beginning with CY 2023)”
to reflect that for new HHAs certified by
Medicare on or after January 1, 2019, the
first performance year is the first full
calendar year (beginning with CY 2023)
following the baseline year.

6. Quality Measures

a. General Considerations Used for the
Selection of Quality Measures for the
Expanded HHVBP Model

We stated in the proposed rule that
we plan to apply, to the extent possible,
principles from CMS’ Meaningful
Measures Initiative 18 in selecting the
applicable measures as defined at
§484.345 to be included in the Model
expansion. A central driver of the
proposed applicable measure set is to
have a broad, high impact on care

18 https://www.cms.gov/meaningful-measures-20-

moving-measure-reduction-modernization.

delivery and support priorities to
improve health outcomes, quality,
safety, efficiency, and experience of care
for patients. To frame the selection
process, we also considered the
domains of the CMS Quality Strategy 19
that maps to the six National Quality
Strategy (NQS) 20 priority areas: Clinical

19 https://www.cms.gov/Medicare/Quality-
Initiatives-Patient-Assessment-Instruments/Value-
Based-Programs/CMS-Quality-Strategy.

20 For NQF endorsed measures see The NQF
Quality Positioning System available at http://
www.qualityforum.org/